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CARING FOR DEMENTING AND NONDEMENTING CHRONICALLY ILL
ELDERLY IN BELGIUM: MODELING SALUTOGENIC
AND PATHOGENIC PROCESSES

Timothy John Gallagher, Ph.D.
Western Michigan University, 1993

The predominant model in the study of stress and disease has been identified
as tlie pathogenic orientation. The underlying assumption of this orientation is that
stress is, by nature, disease causing.

An alternative model is the salutogenic

orientation (Antonovsky, 1979). Researchers using the salutogenic approach are
concerned with e)q)laining the origins of health. In the present study, a sample of
Flemish caregivers {N = 126) to persons with chronic dementing and nondementing
disorders is examined in order to detail how sense of coherence (a measure of
personality disposition), the nature of patient pathology, demographic characteristics,
coping resources, and perceived negative health status interact. Both path analysis
and product term analysis techniques are used to test models of the stress-health
relationship.

While the results demonstrate support for both pathogenic and

salutogenic processes, there is clearly more support for the salutogenic components
of the models.
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CHAPTER I
INTRODUCTION
Caring for elderly victims of chronic disease can certainly be a demanding
experience. But the relationship between the demand of caregiving and caregiver
health is not as certain. Personality disposition, situation-specific coping responses,
and elements of one’s environment determine whether the demands of a stressful
situation are successfully or unsuccessfully met. When demands are greater than the
person’s ability to cope, the stress (tension) of the caregiving situation is prolonged.
This prolonged state of tension can contribute to negative mental and physical health.
The predominant model in the study of stress and disease has been identified
as the pathogenic orientation (Antonovsky, 1979). The underlying assumption of this
orientation is that stress is, by nature, disease causing.

From a pathogenic

orientation, the goal of stress research is to explain disease manifestation based on
exposure to internal and external stressors. An alternative model to the study of
stress and disease is the salutogenic orientation (Antonovsky, 1979). Researchers
using the salutogenic approach are concerned with explaining the origins of health.
Strumpfer (1990) has identified a number of models of health outcome based in the
salutogenic orientation (Antonovsky’s ‘sense of coherence,’ Kobasa and Maddi’s
‘personality hardiness,’ Ben Sira’s ‘potency,’ Thomas’s and Colerick’s ‘stamina,’ and
Rosenbaum’s ‘learned resourcefulness’).

He describes these developments as

indications of the growth of a new paradigm in the behavioral sciences.
The salutogenic approach is one of the most recent theoretical developments
in stress research. This approach is a theory of health and illness based on the

1

Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.

2

coping capacity of individuals. From the salutogenic perspective, health and disease,
rather than viewed dichotomously, are conceptualized as the components of the
ease/dis-ease continuum. Exposure to stressors is not necessarily assumed to move
one toward the dis-ease end of the continuum, nor are stressors and disease viewed
as necessarily being excq)tions to the norm.
Far from being mutually exclusive, the pathogenic and salutogenic orientations
are complementary (Antonovsky, 1987b). The present study will develop models of
stress, personality disposition, coping response, social support, and perceived
negative health that are in part "pathogenic" (dependent on the nature of patient
disability) and in part "salutogenic" (dq>endent on the capacity of caregivers to
mitigate the stress of the caregiving experience).

Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.

CHAPTER n
LITERATURE REVIEW
Sociodemographic Issues
In Belgium, as well as other Western industrialized countries, demographic,
economic, and familial trends have merged to create a situation in which countries
simultaneously face a rapidly aging population together with a weakening of those
formal social supports that have provided resources to care for sick elders in the
population (Dooghe & Vanden Boer, 1987). Consequently, the role of families in
the care of their elderly members will continue to be one where care wül be provided
primarily by a family member in the home (Bowers, 1987; Branch & Jette, 1983;
Horowitz, 1985a; Neugarten, 1975; Shanas, 1979a, 1979b). Brody (1985) has even
argued that filial care of parents has become a normative experience for individuals
and families in the United States.
In Belgium, the graying of the population has created concern for a better
understanding of how families cope with the burden of caring for a chronically ill
family member in the home. The current study is part of a larger project on family
coping with chronic illness and handicap in the elderly (Haepers, Baro, & Wagenfeld,
1990). The current study focuses specifically on caregiver stressors, burden, and
health, and the psychosocial mechanisms that mitigate that burden and negative
perceived health in primary caregivers.
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Historical Perspective on Caregiver Research
For more than thirty years the problems of caregivers to chronically ill family
members have been studied in Europe and the United States. In Europe, the earliest
empirical work on caregiving is the 1963 British study of family burden (Grad &
Sainsbury, 1963). In the United States, American researchers were calling attention
to the problems faced by caregivers to the chronically ill elderly as early as 1957
(Townsend, 1957). However, publication of empirical research did not occur until
the late 1960s (e.g., Golodetz, Evans, Heinritz, & Gibson, 1969; Klein, Dean, &
Bogdonoff, 1967). And it was another ten years until the beginning of the current
phase of truly concentrated research on the problems of caregivers to the chronically
ill (e.g., Fengler & Goodrich, 1979; Lezak, 1978; Morycz, 1980; Robinson &
Thumher, 1979; Zarit, Reever, & Bach-Peterson, 1980).
The field of caregiver research began largely with descriptive, cross-sectional
studies that identified the problems faced by caregivers and presented the correlates
of caregiver burden. With the point that caregiving is stressful well established
(Zarit, 1989), the field has naturally moved towards multivariate, and in some cases,
longitudinal research designs. Thus, over the past 14 years or so, the field has
moved from relatively simple to increasingly complex concq)tualizations of the nature
of caregiving.
One of the methodological limitations identified in the caregiver literature is
that most studies rely on samples of caregivers to persons with a dementing disorder
(Gwyther & George, 1986). Of the empirical-caregiver literature reviewed for the
current project (26 studies in all), 11% of the studies investigated caregivers to
sufferers of dementia, 16% investigated caregivers to sufferers of other forms of
chronic illness, and only 7 % looked at both groups of caregivers. While comparisons
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of caregivers to dementing persons and caregivers to nondementing persons can be
made across studies, ideally comparisons should be made within studies. The few
studies of this kind make this difficult and point to a need to detail these situational
differences within single samples.

The current study hopes to add to our

understanding of how the nature of patient disability is related to coping resources
and perceived health status among a sample of Flemish caregivers, some of who are
caring for a dementia patient, some of who are caring for a nondementia patient, and
some of who are caring for a patient with both dementing and nondementing
illnesses.
Another limitation of the field is its relatively simple conceptualizations of
stress, coping, and social support. There is a large gap in knowledge between the
general field of stress research and the specific field of caregiver research. Caregiver
research is not as theoretically or methodologically sophisticated as is the general
field of research on stress, coping, and social support. Where caregiver studies do
employ multivariate analyses, they have been limited to testing for direct effects, with
only a few exceptions (e.g., Deimling & Bass, 1986).
Caregiving and Caregiver Burden
In her review of the literature, Horowitz (1985a) has identified a number of
terms used to refer to the effects of caregiving on the caregiver: (a) caregiver burden,
(b) caregiver strain, (c) the costs of care, (d) family inconvenience, (e) caregiving
consequences, (f) personal strains, (g) negative feelings, (h) stress effects, and (i)
caregiving impact (p. 212). For the present, the term caregiver burden will be used
to refer broadly to the "physical, psychological or emotional, social, and financial
problems that can be experienced by family members caring for impaired older
adults" (George & Gwyther, 1986, p. 253). In the section titled "Patient Disability,
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Caregiver Burden, and Caregiver Health," a more precise empirical definition of
caregiver burden will be presented.
The most comprehensive conceptual model of the caregiving process yet
developed is that of Pearlin, Mullan, Semple, and Skaff (1990). Caregiver burden
is viewed as the consequence of the interrelation between objective conditions (e.g.,
the nature of patient disability) and subjective reactions (e.g., intrapsychic appraisals
of the level of threat of caregiving responsibilities). In other words, caregiver burden
is the result of a complex interaction between structural conditions and subjective
appraisals and reactions. Models based on these kinds of conceptualizations are
referred to generally, in the stress and coping literature, as being interactional or
transactional in design. The interactional model will be more fully described in the
section on stress.
Caregiving itself is not as often described or defined as is caregiver burden.
The underemphasis on tlie caregiving process in toto has probably contributed to the
notion that caregiving is inherently burdensome.
caregiving.

Certainly there are costs of

Yet the failure to recognize caregiving as a potentially viable, and

possibly even rewarding, role is likely to result in overemphasizing the potentially
pathogenic costs of caregiving. Bowers (1987) captures the larger picture of the
caregiving role by not restricting it to caregiver burdens:
Caregiving is defined here by the meaning or puipose a caregiver attributes
to a behavior rather than by the nature of demands of the behavior itself.
Any process engaged in for the purpose of caregiving is tiierefore includexl.
This method of defining caregiving has important implications.... First, botii
observable behaviors and mental activities are includ&l
Second, consensus
and shared understandings by parents and caregivers about the meaning of an
activity are not necessary for an activity to be defined as caregiving. ...
Third, behavior may serve more than one purpose simultaneously (p. 24).
This definition of caregiving is consistent with Pearlin et al.’s (1990)
conceptualization of the caregiving process. They argue that the best indicators of

Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.

7
the dimensions of caregiving are the caregiver’s subjective appraisals and behaviors
that are specifically tied to care of the patient. Emphasis on the cognitive processes
is consistent with the interactional model of stress and health (Lazarus, 1966; Lazarus
& Folkman, 1984; Lazarus & Launier, 1978).
The underlying thesis of the present study is that the experience of caring for
a sufferer of a chronic dementing disorder is significantly different, in both a
quantitative and qualitative sense, from the experience of caring for a sufferer of a
chronic nondementing disorder. The following three sections of this dissertation
present empirical evidence from the caregiver literature that supports this argument.
The hypothesis that different caregiving experiences will be reflected in higher
interpersonal loss for caregivers to dementia sufferers will be empirically tested.
Additionally, it is expected that coping resources will act differently from one group
to the other.
Problems Faced by Caregivers
Numerous descriptive studies give us a clear picture of the specific kinds of
problems that caregivers face. The number one problem mentioned, and the one least
tolerable to caregivers, is the great amount of time required to care for the patient
(Rabins, Mace, & Lucas, 1982). This has been reported as the major problem in:
(a) a study of wives caring for husbands with dementing and nondementing disorders
(Fengler & Goodrich, 1979); (b) a study of adult children caring for parents with
dementing and nondementing disorders (Robinson & Thumher, 1979); (c) studies of
caregivers who had recently institutionalized their dq>endent (Chenoweth & Spencer,
1986; Sanford, 1975); (d) a study of spousal caregivers to Alzheimer’s sufferers
(Barnes, Rasldnd, Scott, & Murphy, 1981); (e) a study of spouses, adult children,
and other relations caring for an Alzheimer’s patient (Chenoweth & Spencer, 1986;
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Cohen, 1983); and (f) studies of caregivers to family members suffering from various
dementing disorders (Golodetz et al., 1969; Lezak, 1978).
Constant caregiving is undoubtedly the most serious problem faced by
caregivers, especially caregivers to Alzheimer’s sufferers and sufferers of other
dementing disorders. Some of the more serious consequences of continual caregiving
are chronic fatigue (George & Gwyther, 1986; Rabins et al., 1982; Robinson &
Thumher, 1979; Zarit et al., 1980) and social isolation (Bames et al., 1981;
Chenoweth & Spencer, 1986; Golodetz et al., 1969; Lezak, 1978). Even in studies
of caregivers who have institutionalized their spouse, parent, or relative, caregivers
continue to experience stress (Pagel, Becker, & Coppell, 1985; Pratt, Schmall,
Wright, & Cleland, 1985).
The next most frequently mentioned problem, and one that is often intolerable
to caregivers, is night wandering and other forms of disturbances in the normal sleep
cycle. This has been reported as a major problem in caregivers to Alzheimer’s
sufferers (Bames et al., 1981; Cohen, 1983) and also in caregivers to persons with
various dementing disorders (Rabins et al, 1982) such as Alzheimer’s disease and
multi-infarct dementia. Thus, sleep deprivation becomes a serious consequence for
caregivers to persons suffering from a dementing disorder, and undoubtedly
contributes to chronic fatigue.
Other commonly mentioned stressful problems faced by caregivers to persons
with

dementia

hallucinations,

include

memory

disturbance,

catastrophic reactions,

communication

impairment,

demanding/critical behavior,

making

accusations, dangerous behavior, and embarrassing acts (Haley, Brown, Lane, &
Levine, 1987; Rabins et al., 1982).
Caregivers to dementing sufferers and caregivers to non-dementing sufferers
share in common the tasks of looking after the feeding, clothing, hygiene, physical
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mobility, and other functional and instrumental requirements of the patient. The task
of caring for a dementing patient, however, is compounded by the multidemensional
impact of dementia on the patient’s behavior (Lezak, 1978; Morycz, 1980). In a
study of 44 primary family caregivers of elderly sufferers with dementia, Haley et
al. (1987) found that although problems related to daily living problems, as measured
by Activities of Daily Living (ADL) and Instrumental Activities of Daily Living
(lADL), were very common, the most stressful behavioral problems were agitation,
wandering, embarrassing behavior, hallucinations, danger to self and others, hiding
things, and destroying property-reflecting the multidimensional impact of dementia
on the patient’s behavior and the caregiver-patient relationship. Haley et al. (1987)
argue tliat the difference in stressfulness between ADL/IADL problems and problems
such as embarrassing behavior and destroying property is due to differences in
predictability and controllability of the problem:
behavioral problems such as agitation or hallucinations can occur
unpredictably, and other problems such as dangerous behavior require
constant vigilance by the caregiver to protect the patient. These problems are
not easily controllable.... Families must often learn to live wiüi a behavioral
problem, and change their subjective reaction to it, as in the case of
embarrassing behavior (p. 32).
One other common consequence of caring for a dementing relative, especially
when the caregiving family member is emotionally close to the patient, is the
experience of the loss of self-identity (Bames et al., 1981; Cohen & Eisdorfer, 1986;
Lezak, 1978). In a study of spousal caregivers to Alzheimer’s sufferers, Bames et
al. (1981) aptly describe the situation faced by the caregiver:
As the disease progressed, group members commonly felt a deep sense of loss
and sadness. Spouses lived with a person who looked the same but who no
longer was the same person they had married. Members discussed the
difficulty of grieving for the loss of tiieir "dead" companion who was still
physically present but slowly deteriorating and requiring increasing care (p.
82).
The above examination of the problems that caregivers face reveal a notable
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pattern.

It is clear that the problems faced by caregivers to dementing family

members are multidimensional. These caregivers are often faced with the burden of
continual care, disturbances in their sleq> cycle, strange and sometimes dangerous,
unpredictable behavior, and in the case of sufferers with progressive dementing
disorders, the continual deterioration of the patient’s personality.

What these

caregivers do have in common with caregivers to nondementing sufferers are the
daily functional and instrumental needs of the patient and, in some cases, constant
care. However, even these care requirements are greater in dementing sufferers
because of memory, communication, and behavioral impairment.
Patient Disability, Caregiver Burden, and Caregiver Health
After more than a decade of concentrated research on family caregivers to
chronically ill relatives, it is well established that caregiving is stressful and that the
relationship between patient and caregiver characteristics, stress, burden, their
antecedents, coping resources, and outcome are quite complex (Zarit, 1989).
Caregiving, however, is not always a negative experience. Chenoweth and Spencer
(1986) rqx)rt that a few families said that the experience of caring for a family
member suffering from Alzheimer’s disease actually drew the family closer together:
"Some commented on the tremendous challenges they faced and their pride in being
able to meet each new crisis" (p. 270). Caregiver uplifts have also been reported to
be related to caregiver well-being (Kinney & Stephens, 1989), while a majority of
caregivers to stroke sufferers have reported increases in self-esteem and closeness
with the patient (Silliman, Fletcher, Eaip, & Wagner, 1986).

Robinson and

Thumher (1979) also report that a few of the respondents commented that caregiving
for a parent was a positive experience.

In that study the authors report that

respondents with such a positive attitude tended to be women whose marriages had
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become problematic, or who were recentiy widowed.

This suggests that the

experience of caregiving as positive or negative is related to the need of the caregiver
to fulfill a meaningful interpersonal role-in this case the role of caregiver.
The central concern of caregiver research is the welfare of caregivers and how
the burden of caregiving can be moderated or ameliorated. The title of Gwyther and
Matteson’s paper (1983) "Care for the Caregiver" sums up this concern. But while
investigators are in accord with this general purpose of research on caregiving,
theoretical and empirical differences lead to disagreements as to the specific
relationships between patient disability, caregiver burden, and the psychological and
physical health of caregivers. Some of these differences will be evident in the review
of the literature that follows.
The earliest empirical study (Grad & Sainsbury, 1963) on family caregiver
burden in Europe found that the health of the primary caregiver was related to the
level of patient disability, suggesting the presence of a direct negative effect of patient
disability on the health of the caregiver. In a study of the wives of disabled men in
an American sample, Fengler and Goodrich (1979) found no differences in subjective
measures of health between wives with high life satisfaction scores and wives with
low satisfaction scores with the exception of wives caring for aphasie husbands. In
a study of primary caregivers to sufferers with either a dementing disorder, or a
combination of dementia and other chronic disorder, Deimling and Bass (1986) found
cognitive incapacity to have a small direct effect on perceived health, but to have
very large indirect effects through disruptive behavior and social functioning. They
also found patient inability to perform activities of daily living, social functioning,
and disruptive behavior to have small, but significant direct effects on physical and
mental health. In a study of short-term and long-term caregivers, Gaynor (1990)
found that wives caring for a husband with a permanent, nondementing neurological
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disorder had significantly more physical illnesses than either wives caring for a
husband with a short-term, acute disability, or wives with husbands who were not
disabled. Lezak (1978) observed, in her study of caregivers to chronically ill elderly
persons with various dementing disorders, that in almost every case, symptoms of
depression were evident:
It is the symptoms of depression-the anxiety attacks, obsessive ruminations,
disturbed s l ^ and eating habits, lethargy or agitation-that normally stable
family members interpret as evidence of "going crazy." Even family
members who have good understanding of their depression may at times
w or^ about their worth, mental integrity, and ability to love. Among these
families, depression is as natural and expected as is mourning among bereaved
(p. 12).
Rabins et al. (1982) arrived at a similar conclusion in their study of caregivers to
sufferers of irreversible dementia, finding that caregiving had a great emotional
impact on caregivers.
The literature suggests that patient disability, burden, and caregiver health are
different, yet related dimensions of the caregiving experience. In addition to the
patient disability-caregiver health relationship, the patient disability-burden
relationship and the burden-caregiver health relationship have also been examined.
With regard to measurement, patient disability is typically identified as the objective
condition of the patient (objective stressor), whereas burden is the self-rqx>rted stress
(subjective stressor) of the caregiver associated with caring for the patient. Caregiver
health, or well-being, are typically measured by self-reports.
The greatest amount of burden has been rqwrted to be in families caring for
an elder with a dementing disorder (Grad & Sainsbury, 1963), while the most
negative filial evaluations of the chronically ill parent have been observed among
those sons and daughters whose parents had symptoms of dementing illnesses
(Robinson & Thumher, 1979). These findings are certainly not surprising given the
multidimensional impact of dementia on the caregiving experience. Poulshock and
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Deimling (1984) found that severity of patient impairment was related to both
subjective and objective measures of burden as well as to depression. In a study of
caregivers two months after beginning the role of caregiving to family members
recently released from the hospital to recuperate from either heart or hip surgery,
Robinson (1983) found caregiver strain significantly related to the physical and
psychological health of the patient. In a study of caregivers to institutionalized and
non-institutionalized Alzheimer’s sufferers, Pratt et al. (1985) found that caregivers
who reported their health as fair or poor had significantly higher burden scores than
those rating their health as good or excellent. Finally, in a study of caregivers to
stroke patients (Silliman et al., 1986), cargiving had a deleterious effect on social
activity and emotional health but not on physical health.
While support for a pathogenic model of patient disability, caregiver burden,
and caregiver health exists, so does evidence indicating salutogenic processes. In a
study of caregivers to memory-impaired older adult family members (George &
Gwyther, 1986), the physical health of caregivers was similar to that in the non
caregiver population. Also, duration of patient illness was not related to any of the
measures of caregiver well-being, while severity of patient illness was only weakly
associated (r ^

.20) with self-rated physical health and symptoms of distress.

Caregivers, however, averaged nearly three-times as many symptoms of distress, had
a 10% higher number of persons taking psychotropic medication, and reported lower
levels of participation on all objective measures of social participation, with the
exception of church attendance, as did the comparison sample. Although George and
Gwyther (1986) observe that "caregiver burden is experienced primarily in the areas
of mental health and social participation", they conclude "that it is the characteristic
of the caregiving situation and the resources available to the caregiver, rather than
the condition of the patient, that most directly affect caregiver well-being" (George
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and Gwyther, 1986, pp. 258-259). Thus, in the absence of clearly disease causing
effects of patient disability on physical health or well-being, the authors rightly point
out the need to look for the health-maintaining and health-promoting effects of other
situational characteristics and the availability and use of adaptive resources.
Additional evidence not supporting the pathogenic model is found in a study
of primary caregivers to older family members with senile dementia. Zarit et al.
(1980) found no relationship between measures of functional impairment or cognitive
impairment in the care recipient and caregiver burden. Nor was duration of the
illness related to burden. However, they did find a significant inverse relationship
between the availability of social supports and burden. Other studies not supporting
a pathogenic model are Young and Kahana (1989), who found no relationship
between the extent of care provided and adverse caregiver outcomes in a study of
caregivers to heart sufferers, and Fitting, Rabins, Lucas, and Eastham (1986) who
found no relationship between the severity of dementia in the patient and perceived
burden on the part of the caregiver.
Certainly the literature suggests that caregiving is burdensome for most people
at some level of social, emotional or physical experience; however, we find support
for both pathogenic and salutogenic processes.

Undoubtedly, many of the

inconsistencies in the literature are due to the nature of the sampling methods and the
instruments employed.

Most samples are convenience samples, often based on

membership in support groups, as is the case in almost all studies of caregivers to
Alzheimer’s disease victims. Few studies utilize control groups, and it appears that
only one study used as the control group a sample of non-caregivers. There is little
consistency as well in the instruments used. In a number of cases, outcome is
measured with a single question, while many of those researchers employing scaled
instruments do not rqwrt the internal consistency of those measures. Thus, it is
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likely that many of the inconsistencies in the caregiver literature are artifacts of
research methods. A thorough analysis of the methods used in these studies is
needed in order to reduce the ambiguity that is due to methods. Until a paper along
the lines of what Kessler and McLeod (1985) did for the social support literature is
written for the caregiver literature, we have to work within much of that ambiguity.
A limitation of the vast majority of empirical research on caregiver burden is
its single time frame. With cross-sectional designs we can only speculate whether
a causal relationship exists and, if so, whether that relationship changes over time.
These are vital issues because we do know that these processes change.

For

example, in the case of progressive dementing disorders, such as Alzheimer’s
disease, different problems arise at different phases of the disease (Gwyther &
Matteson, 1983; Staab, 1987; Ware & Carper, 1982). The earliest stage is marked
by cognitive disturbances, while affective and behavioral disturbances become more
and more prevalent as the disease progresses. In the last stages the patient becomes
virtually completely dependent on the caregiver.
Longitudinal studies that have been done provide us with a fuller
understanding of how patient disability and caregiver behavior change over time and
interact with eath other. For example, in comparing two points in time separated by
a 2 year interval, Zarit, Todd, and Zarit (1986) found that while the total frequency
of memory and behavior problems did not change, some of the more troublesome
behaviors, such as wandering and paranoid accusations, no longer manifested in the
patient’s behavior.

However, overall dependency of the patient increased as

demonstrated by increases in daily living deficits; "This observation points out that
care demands shift over time, but do not necessarily increase as sufferers move from
a moderate to severe level of dementia" (Zarit et al., 1986, p. 265).
Zarit et al. (1986) also found evidence that the abilities of the caregiver to
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tolerate problem behaviors increased as the disease progressed. Some reported that
they became better at managing the memory and behavior problems of the patient,
while others rqmrted that they simply did not let those problems bother them
anymore. These rqwrts suggest two things: (1) that in becoming better managers
of their dependent’s behavior, they had an effect on the stressor itself; and (2) that
caregivers redefined the meaning of the caregiving situation when they report that
they "didn’t let their dependent’s behaviors bother them anymore. " Thus, caregivers’
coping mechanisms changed on two dimensions: (1) the behavioral, and (2) the
cognitive.
The ability of the caregiver to have an effect on the magnitude of the stressor
is a very important issue. As Zarit (1989) has pointed out, "The caregiver who is
coping in effective ways (e.g., able to calm down a disruptive patient) will report
fewer behavior problems, while the less effective coper will report more" (p. 147).
How the caregiver interacts with the patient affects the magnitude of the stressorpatient behavior. Cohen and Eisdorfer (1986) report on a case in which a forty-nine
year old, legally blind widow and victim of Alzheimer’s disease, who had been living
in a nursing home for more than a year, was labelled by the nursing staff as
particularly belligerent and unpleasant. Her disruptive and aggressive behavior were
believed to be inherent and, thus, immutable manifestations of the woman’s
condition.

When a newly employed nurse was assigned to her, however, her

behavior soon showed significant changes. The nurse, in the words of the patient,
simply made her "feel real again" by showing concern for the patient’s needs for the
morning routines of breakfast, washing up, and watching the morning news. The
nursing staff had unwittingly reified the patient as "difficult" and did not realize that
they were contributing to the very behavior that was so problematic.
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Characteristics of the Caregiver and Social Support
Presented thus far is research concerned with the problems faced by caregivers
and the relationship between the stressor, caregiver burden, and health. This section
briefly discusses the literature concerned with characteristics of the caregiver, social
support, and their relationships to caregiver burden and health status.
Â national sample of caregivers in the United States (Stone, Cafferata, &
Sangl, 1987) revealed that 72% of all unpaid, home caregivers are female, while the
majority of caregivers are 65 years old and older. In her comprehensive review,
Horowitz (1985a) found the spouse of the patient, if still alive, was usually the
caregiver. Adult children were the most likely caregiver only when the spouse was
dead, or no longer able to care for the patient.
Women are consistently shown to experience more burden and negative health
outcome as a result of the caregiving experience (Fitting et al., 1986; Johnson, 1983;
Robinson & Thumher, 1979; Young & Kahana, 1989; Zarit et al., 1986). The
relationship between the caregiver’s relation to the patient and burden and health is,
however, less certain. While George and Gwyther (1986) report spousal caregivers
as exhibiting lower levels of well-being than adult children or other relatives,
controlling for age differences, and Cantor (1983) found that spouses reported the
greatest levels of emotional, physical, and financial strain, others have found adult
daughters to experience the greatest levels of burden and negative health outcome
(Cantor, 1983; Circirelli, 1981; Johnson, 1983; Robinson & Thumher, 1979; Young
& Kahana, 1989). This relationship remains even after one controls for level of care
provided (Horowitz, 1985a).
While spouses generally provide the most extensive and comprehensive care
(Horowitz, 1985a), the pattem of caregiving differs between husbands as caregivers
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and wives as caregivers. Johnson (1983) found that husband caregivers had twice as
many weekly contacts with relatives as wife caregivers, and were much more likely
to report that they experienced no strain as caregivers. Johnson (1983) also provides
evidence that differences in burden between spousal caregivers and adult children
caregivers is more qualitative than quantitative in nature. When comparing spousal
caregivers to filial caregivers, while twice as many spouses reported their physical
health as a competing commitment, more than twice as many offspring reported
economic/employment and social obligations as competing commitments creating
impediments to caregiving.
The male/female differences in spousal caregivers is similar to male/female
differences among filial caregivers. Horowitz (1985b) found that sons devoted less
time to the care of their parent, relied more on support from their spouse, and
experienced less consequences (e.g., how difficult it was, how it interfered with other
roles/areas of life) from the caregiving experience than did the daughters. These
differences remain even after one controls for extent of caregiving involvement.
Family support has been found to be the most important factor in predicting
caregiving in the community (vs. institutions) (Bergmann, Foster, Justice, &
Matthews, 1978; Sanford, 1975; Shanas, 1979b). Demented elderly sufferers were
most likely to remain in the community when living with their children, second most
likely when living with their spouse, and least of all when living alone (Bergmann,
1978). In a study of sufferers to caregivers with dementia, of patient characteristics
and social support variables, only frequency of family visits was significantly related
to caregiver burden (r = -.48; p

.05) (Zarit et al., 1980). Zarit and Zarit (1982)

conclude that "Caregivers feel most burdened when they perceive they do not have
the support of family or friends" (p. 468).
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The General Literature on Stress, Coping, and Social Support
The literature discussed so far is taken directly üom empirical studies on
caregiving. The designs employed in this research have been relatively simple, as
have been the theoretical concq)tuaUzations of stressors and coping resources (coping
resources include sense of coherence, coping responses and social support). This is
due to two things: (1) the relative newness of the Held of caregiver research, and (2)
its empirical bias. The following sections add breadth and depth to this discussion
by examining some of the most current methodological and theoretical issues in the
general field of stress, coping, and social support.
If the field of caregiver research is to progress, it will have to consider more
complex conceptualizations of the interrelationship of caregiving stressors, coping,
social support, and well-being. For example, there is strong evidence that primary
stressors can create the conditions for the development of secondary stressors, which
in turn create their own stress, while both types of stressors can increase people’s
exposure to, and possible susceptibility towards, other life strains (primary stressors)
(Pearlin & Lieberman, 1978; Pearlin et al., 1990; Pearlin, Lieberman, Menaghan,
& MuUan, 1981).
As we expand our models to include coping behavior and social support, the
number of possible relationships between stress, mediating or moderating variables,
and outcome increases dramatically. For example, it is quite likely that a reciprocal
relationship exists between stressor and coping type and coping effectiveness in some
situations. While the nature and intensity of the stressor is likely to determine to
some extent coping type and coping effectiveness, it is equally likely, at least for
caregiving situations, that coping has an effect on the intensity of the stressor itself
(Coe, Miller, & Flaherty, 1992; Zarit, 1989; Zarit et al., 1986).
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The state of the art models of stress, coping, social support, and well-being
are described as imeractional. Briefly, interactional models are based on the notion
that interaction takes place between the various aspects of the stress-health process
with emphasis on the mediating or moderating influences of the individual’s
cognitions and behaviors. For example, in considering the relationship between
stress and health in an interactional model, the main focus would be on the
individual’s perception of demand, the resultant cognitions and behaviors, and their
relationship to the outcome. The next section describes in more detail this and other
models of the stress-health process.
Stress
Theories of stress are of three types: (1) response-based, (2) stimulus-based,
and (3) interactional. Response-based theories define stress as the physiological
and/or psychological response to stressors in the environment. Thus, response-based
research has been concerned with measuring the physiological and psychological
responses during exposure to various stressors. For example, the measurement of
norepinephrine levels while role-playing stressful social situations is a type of
research design that is grounded in the response-based theory of stress. Stimulusbased theories define stress as events to which the individual is exposed. The most
famous example of a stimulus-based model of stress and disease is the Holmes and
Rahe (1967) Social Readjustment Rating Scale. Research concerned with association
between life events and health is based on the stimulus theory of stress. Finally, the
interactional approach defines stress as an intervening variable between stimulus and
response (Cox, 1978). Stress is the tension due to the person’s attempt to mediate
between perceived demand (stimulus) and response.

The emphasis in the

interactional model is the individual’s ability to moderate or ameliorate the experience
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of stress.
In the response-based tradition, the term stress has referred to a physiological
response to a threat, whether real or perceived, that manifests itself initially at the
biochemical level.

Selye (1956) has described stress as a nonspecific adaptive

response of the body to threatening agents or situations. He refers to this process as
the General Adaptation Syndrome. According to Selye, this response is the same for
any type of stressor. What changes is the degree of the response, which depends on
the intensity of the demand for adjustment. According to Selye (1980):
it is immaterial whether the stress-producing factor--or stressor, as it is
properly called-is pleasant or unpleasant. A game of chess, a Mss,
pneumonia, and a broken finger all produce the same systematic reaction,
though their speciAc results may be quite different or even completely
opposite. While it is difficult to see how such essentially differing conditions
can produce an identical reaction in the body, the truth of this has been
experimentally verified beyond doubt (p. 128).
The body’s normal state is homeostasis. Homeostasis should not, however,
be construed as equivalent to a "steady" state. Homeostasis is characterized by a
continual responsiveness to changes in the environment in order to maintain an
optimal condition. According to Selye (1980):
The physical properties and chemical composition of our body fluids and
tissues tend to remain remarkably constant despite all the changes around us.
For instance, if we are exposed to extreme cold or heat, our bodies will try
to maintain a constant temperature. If this self-regulatory power fails, disease
or even death will ensue. Homeostasis, the staying power of the body in an
ever-changing environment, is therefore the aU-important criterion of health
(p. 139).
The body is capable of maintaining a relatively constant state by continually
adjusting to environmental stimuli. When the body is unable to restore itself to the
physiological state that existed prior to exposure to the stressor, a state of heterostasis
is said to exist. This occurs in one of two ways: (1) the stressor is either beyond
our power of adaptability, or (2) it causes disease because of a weakness in our
organism:
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Every disease, of course, causes stress, since it imposes demands for
adaptation upon the organism. In turn, stress plays some role in the
development of every disease; its effects are added to the specific changes
caused by the disease, and may be curative or damaging, depending on
whether the stress reactions combat or accentuate the trouble (Selye, 1980, p.
136).
Both the response- and stimulus-based theories of stress posit the causes of illhealth, for the most part, outside the control of the individual (physiological
responses or disruptive and disturbing aspects of the environment). Because each of
these theories posit the human being as a passive actor, they can be described as
deterministic models of stress and disease. The main difference between biological
stressors, such as radiation or viruses, and psychosocial stressors is that biological
stressors such as these are always pathogenic at certain "dosages". In other words,
the effects of some biological stressors at certain levels are always main effects.
Coping resources, with the exception of medical interventions, are simply useless in
mitigating their effects. For the study of associations between nonbiological or
nonphysical stressors and health and illness, psychologically-based models are most
appropriate. Genest and Genest (1987) clarify this point:
It would seem, then, that the critical element in the development of stress is
not any property of the stressor nor of the phvsical response, but is the
individual’s appraisal of the event and of her own ability to meet the demands
presented by the event. The impact of event upon die individual is in brge
part a function of the way the individual interprets and copes with those
events (p. 92).
The emphasis in the interactional model is on the individual’s ability to
mediate between stimulus and response. The process begins with awareness that a
demand has been placed on one’s self. The following comprehensive description of
the interactional model is taken from Cox (1978):
Stress, it is argued, can only be sensibly defined as a perceptual phenomenon
arising from a œmparison between the demand on the person and his ability
to cope. An imbalance in this mechanism, when coping is important, gives
rise to the experience of stress, and to stress response. The latter rqiresent
attempts at coping with the source of stress. Coping is both psychological

Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.

23
(involving cognitive and behavioural strategies) and physiological. If normal
coping is ineffective, stress is prolonged and abnormal responses may occur.
The occurrence of these, and prolonged exposure to stress per se. may give
rise to functional and structural damage. The progress of these events is
subject to great individual variation (p. 25).
Highly compatible with Cox’s (1978) description is Kaplan’s (1983) definition
of a particular kind of stress:
Psychosocial stress refers to the socially derived, conditioned, and situated
psychological processes that stimulate any or all of the many manifestations
of dysphoric affect falling under the rubric of subjective distress....it is the
cognitive and affective-evaluative interpretation of circumstances rather than
the circumstances themselves that evoke psychological distress
196).
A few things need to be said about this definition. First, psychosocial stress is the
result of cognitive evaluations and affective responses that lead one to interpret a
social situation as threatening.

Second, the definition describes the nature of

psychosocial stress as interaction between objective conditions and cognitive and
affective evaluations of those conditions. Third, the definition is inconsistent with
the more general conception of stress as a nonspecific response whose consequences
may be positive, negative, or neutral.
Kaplan’s conceptualization of psychosocial stress emphasizes pathogenic
processes because he defines psychosocial stress only in terms of its negative
consequences-dysphoric affect.

This conceptualization implies that stress is

something to be avoided. But according to Selye (1980), stress is anything but an
aberration:
Stress is not something to be avoided. Indeed, by definition, it cannot be
avoided, since during every moment of our lives some demand for lifemaintaining energy exists. Even while we are asleep, the heart, the
respiratory apparatus, and many other organs continue to function. Complete
freedom from stress is death (p. 128).
Antonovsky, more so than anyone else, has described the salutogenic model.
The fundamental postulate of the salutogenic approach is that heterostasis,
senescence, and increasing entropy are core characteristics of all living organisms
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(Antonovsky, 1987b, p. 2).

In the salutogenic model of stress and health, the

presence of stressors is not an aberration but rather a ubiquitous condition for all
living systems. This is the same argument made by Selye (1980). Morbidity and
mortality statistics clearly support this view (Antonovsky, 1979, pp. 16-35).
Antonovsky queried that, given the pervasiveness of social, psychological, biological,
and chemical stressors, how is it that people are able to maintain a level of health or
stay alive?
One of the more theoretically liberating notions of the salutogenic model is
that stressors can be positive, negative, or neutral for the health of an individual
depending on the adaptive capacity of that individual. The same stressor can have
different health outcomes for different people.

As Pearlin (1991) asked, in

considering the potential efficacy of stress mediators such as coping behaviors, social
support, and personality disposition, "Does it help to account for the fact that people
experiencing the same stressors are differentially affected by them" (p. 261)7 In a
recent piece of research on the role of life stress on the psychological well-being of
individuals, the authors concluded that "successful resolution (of life events) appears
to buffer the impact of events because such resolution constitutes a personally
meaningful positive experience that counterbalances substantially the stress associated
with the event" (Turner & Avison, 1992, p. 48). From a salutogenic model, the
question asked next is: What determines the capacity to resolve life events?
In the salutogenic model stressors, per se, are not always pathogenic. What
is "pathogenic" is the inability to resolve the tension that results from exposure to
stressors. Thus, stress is conditional: "a stimulus which poses a demand to which
one has no ready-made, immediately available and adequate response" (Antonovsl^,
1990, p. 74). Unresolved stress is the unresolved tension due to an inability to adapt.
In addition to viewing the effects of stressors as conditional, with the
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exception of clearly disease causing agents, a salutogenic orientation views health and
illness on an ease/dis-ease continuum. This is a significant departure firom the
biomedical dichotomization of health and illness. Based on the observation that
morbidity, although not the norm, is certainly far from deviant, and that all disease
has in common a breakdown in the capacity/functioning of the individual
(Antonovsky, 1972), a salutogenic approach focuses on the factors which allow a
person to maintain a level of health, or move a person toward the health-end of the
continuum. According to Antonovsky (1990), the sense of coherence (SOC)~the
central concept in Antonovsky’s salutogenic model-directly influences health "in that
it leads one to engage in behaviors. ... which promote health" (p. 79).
someone with a strong SOC is more likely to:

Thus,

(a) adapt their responses to the

demands of the specific situation rather than routinely responding in a rigid manner
to all situations, and (b) to select from the available coping responses those which are
either neutral or health promoting (e.g., choosing to exercise to reduce tension rather
than drinking alcohol). The concept of sense of coherence is consistent with the
interactional model of stress and health.
The above discussion clearly points to the interactional model as the most
appropriate for the present study. What is the pattem of interaction between sense
of coherence, other coping resources, and patient disability? Or in other words, how
does the objective condition of patient disability interact with the psychological and
psychosocial components of sense of coherence, coping responses and social support
in determining negative health status?
Sense of Coherence and Coping Responses
Sense of coherence, coping responses, and social support fall within the larger
category of coping resources^. Coping resources have been defined as characteristics
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of the person or his/her environment that are related to low levels of psychological
and/or physical distress following or during exposure to stressors (Eckenrode, 1991,
pp. 1-2). This definition falls short, however, because it does not include coping
resources that are either not related to adjustment to stress or are negatively related
to adjustment. We know that type and effectiveness of coping reponses are situationdependent (Billings & Moos, 1981; Folkman, Lazarus, Dunlœl-Schetter, DeLongis,
& Gruen, 1986b; Folkman & Lazarus, 1980; Mattlin, Wethington, & Kessler, 1990;
McCrae, 1984; Pearlin & Schooler, 1978; Wethington & Kessler, 1991). We also
know that social support attempts can be misguided (Coyne, Wortman, & Lehman,
1988) and can have a negative impact on adjustment to stress (Schuster, Kessler, &
Aseltine, 1990).
The effects of stressors also are not completely independent of psychological
or situational characteristics. Pearlin (1991) provides us with an example:
Coping with divorce may represent for some an attempt to deal with severe
threat, loss, or failure, whereas others in the same circumstances may
experience relief and freedom from an onerous relationship. Because meaning
can determine the extent to which a given circumstance is a stressor and
because meaning varies among people and with time, those in the same
circumstances may be coping with qualitatively different stressors. Small
wonder, then, we do not often fmd that coping provides a powerful
explanation of outcome variability. Instead of companng different ways of
coping with the same stressor, too often, I believe, we are comparing
different ways of coping with stressors of different meaning and valence. We
cannot be sure, therefore, whether the results of our comparisons bespeak the
power of coping or the quality and power of the stressors
265).
With regard to caregiving, whether or not the task of caring for a chronically ill
relative is experienced as stressful is in great part dependent upon the caregiver’s
need or ability to fulfill the role of caregiver. Thus, the meaning of the stressor for
the caregiver is determined by need and ability as well as the severity of the stressor.
Coping responses have been described as attempts to prevent the potential
negative consequences of environmental, or external, stressors (Lazarus & Folkman,

Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.

27
1984; Mechanic, 1978; Pearlin & Schooler, 1978). As we know, sometimes these
attempts are maladaptive but may nevertheless serve the intended purpose of, for
example, numbing distress through alcohol or drug consumption. With regard to
caregiver burden, we are concerned with the degree of success or failure of particular
coping responses in meeting the demands of caring for someone stricken with a
chronic disease.^
One focus of the current study is to examine the differences between two
groups of caregivers facing qualitatively different stressors. The literature presented
in the earlier section "Problems Caregivers Face" clearly indicates that the situation
for caregivers to sufferers of dementing illnesses is less controllable than is the
situation for caregivers caring for someone with a non-dementing chronic disease
(e.g., Haley et al., 1987). Wethington and Kessler (1991) point out that the degree
to which one appraises a threat as controllable will have a significant influence on the
choice of coping response. In an earlier analysis from the Belgian Family Coping
Project, we report findings that could be interpreted from this point of view. In that
paper (Gallagher, Wagenfeld, Baro, Haepers, 1992) we found that sense of coherence
(SOC) explained the effects of situation-specific coping responses in caregivers to
sufferers of dementia, while coping responses acted independently of SOC in
caregivers to persons with nondementing chronic disorders. For the latter group,
SOC was not a predictor of caregiver role overload. A more recent paper from the
same project presents findings that caregivers to sufferers of chronic dementing
illnesses have significantly greater intrapsychic and interpersonal loss (Wagenfeld,
Baro, & Gallagher, 1992a).

It is highly plausible that the experience of

uncontrollability and personal loss associated with caring for a dementia sufferer are
determinants of coping type and coping effectiveness.
The field of research on stress, coping, and health, with regard to factors
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related to reduced distress, can be divided into two schools of thought; (1) the
traditional emphasis on personality type or personality disposition, and (2), beginning
with Pearlin and Schooler (1978), an emphasis on specific coping responses and their
situational determinants. For the former, emphasis is on global personality, while
for the latter, emphasis is on situation-specific coping reqmnses.

Pearlin and

Schooler (1978) describe these responses as "the behaviors, cognitions, and
perceptions in which people engage when actually contending with their lifeproblems. ... Such responses may indeed by influenced by the psychological
resources of individuals, but they are conceptually and empirically independent" (p.
5).

Although it is possible to keep psychological resources and specific coping

responses separate on the empirical level, that is, as far as actual measurement is
concerned, it is difficult to see how this separation can be maintained in theory.
Evidence from the Belgian Family Coping Project indicates that the two are
interrelated.
Generally, coping responses are divided into two types: (1) cognitive, and (2)
behavioral. Both "management of the meaning of the situation," to use Pearlin’s
phrase, or "cognitive (re)appraisal," to use Lazarus’s term, refer to reinterpreting the
meaning of the stressor or stressful situation in order to reduce the degree of threat
that one perceives or experiences.

Behavioral coping responses have the same

purpose, but are carried out on the behavioral rather than the cognitive dimension.
According to Thoits (1986), measurement of coping responses are typically done on
three dimensions: (1) problem-focused, (2) perception-focused, and (3) emotionfocused. The health-promoting functions of these three types of coping responses are
described by Pearlin and Schooler (1978): "by eliminating or modifying conditions
giving rise to problems; by perceptually controlling the meaning of experience in a
manner that neutralizes its problematic character; and by keeping the emotional
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consequences of problems within manageable bounds" (p. 2).
It is quite clear that different stressful situations bring forth different types of
coping responses (Billings & Moos, 1981; Folkman et al., 1986b; Folkman, Lazarus,
Gruen, & Delongis, 1986a; Miller, Surtees, Kreitman, Ingham, & Sashidharan,
1985). It is also clear that coping response effectiveness as well is situationally
determined (Mattlin et al., 1990; Pearlin & Schooler, 1978). Additionally, there is
evidence that the presence and effect of coping resource dimension (personality
disposition versus specific behaviors) is also situationally constrained (Gallagher et
al., 1992; Wagenfeld et al., 1992a). In a general population sample of married men
and women, Mattlin et al. (1990) found that passive coping (as defined by responding
"not at all" or "only a little" to every question asking about the frequency of use of
a particular coping response) had health promoting effects for persons facing a
chronic difficulty. In that same study, active behavioral and versatile coping (as
defined by a pattem of using virtually all coping strategies) were the most common
and adaptive responses to short-term and practical problems. Additionally, Mattlin
et al. (1990) found that avoidance, active cognitive coping, and positive reappraisal
are maladaptive in dealing with short-term problems, while religion is most common
among those persons facing long-term illness or death of a loved one. While active
cognitive coping was maladaptive in persons facing short-term problems, it was
unrelated to health outcome for persons facing chronic difGculties.
Thinking in terms of coping profiles takes us one step beyond considering
specific coping responses individually. In other words, it leads us in the direction
of global measures of coping resources.^ Antonovslqr's concept of the sense o f
coherence (SOC) is an example of a global measure. Simply put, the SOC is a
global measure of the availability of, and willingness to use, adaptive responses.
Antonovsky (1979) refers to the level of available adaptive responses as Generalized
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Resistance Resources (GRRs). Some examples of GRRs are self-esteem, social
competence, money, knowledge, ego strength, religion, education, and close friends.
Generalized Resistance Resources allow one to cope with the multitude of daily
stressors by enabling the individual to make sense of, and thus manage, the tension
that results from exposure to those stressors.

The result of repeated success in

managing those stressors is that the person develops a strong SOC. The SOC is the
central construct in Antonovsky's salutogenic model. Sense of coherence is defined
as:
a global orientation that expresses the extent to which one has a pervasive,
enduring though dynamic feeling of confidence that (1) the stimuli deriving
from one’s internal and external environments in the course of living are
structured, predictable, and explicable; (2) the resources are available to one
to meet the demands posed by these stimuli; and (3) these demands are
challenges, worthy of investment and engagement (Antonovsky, 1987b, p.
19).
These three dimensions of the SOC are referred to as: (1) comprehensibility,
(2) manageability, and (3) meaningfiilness. The importance of including a global
measure such as the SOC in studies of caregivers is made apparent from the findings
of Wethington and Kessler (1991): "the behaviors we define as coping are generally
less effective among people exposed to a chronic difficulty than those exposed to an
acute stressor" (p. 20). The type of stressor faced by caregivers in the present study
is chronic disease in a family member. We might expect to find that SOC is a better
predictor of outcome than specific coping responses. Additionally, we might also
expect to find that the effectiveness of specific coping responses is less for caregivers
to dementia sufferers because of the higher stressor load of caring for that group of
sufferers.

Earlier analyses (Baro, Wagenfeld, Haepers, & Gallagher, 1992;

Gallagher et al., 1992; Wagenfeld et al., 1992a; Wagenfeld, Baro, Janssen, &
Gallagher, 1992b) support these hypotheses in addition to demonstrating a
consistently stronger protective effects of SOC for caregivers to dementia sufferers
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across various measures of role relations, sense of self, caregiver competence,
perceived psychosocial and physical health, and life changes. Others have found
support as well for the hypothesized protective effect of SOC in protecting caregivers
from perceived burden (Coe et al., 1992) and negative health status (Coe, Romeis,
Tang, & Wolinslqr, 1990).
Social Support
Research into the effects of social support on psychological and physical
health was launched by the seminal papers of Cassel (1976) and Cobb (1976). Both
papers provided extensive reviews of studies in medicine, psychology, and
epidemiology which collectively appeared to indicate that social support plays an
important role in health. Cobb’s (1976) definition of social support has been widely
accepted by researchers in the field. He defined social support as:
information belonging to one or more of the following three classes:
Information leading the subject to believe that he is c a r^ for and loved:
Information leading the subject to believe that he is esteemed and valued:
Information leading the subject to believe that he belongs to a network
communication and mutual obligation" (p. 300).

1.
2.
3.
of

Since that time the evidence that social support can protect persons from the
potentially harmful psychological effects of environmental stressors, which include
life events as well as daily strains, is substantial (Andrews, Tennant, Hewson, &
Vaillant, 1978; Cohen & Syme, 1985; Dean & Lin, 1977; Duck & Silver, 1990;
Eaton, 1978; Gottlieb, 1988; Kessler & McLeod, 1985; Lin, Simeone, Ensel, &
Kuo, 1979; Sarason, Sarason, & Pierce, 1990; Turner, 1983). Perceived support
appears to be particularly effective in protecting against psychological distress (Cohen
& Wills, 1985; Wethington & Kessler, 1986).
Types of social support identified in the literature are: (a) membership in
affiliative networks, (b) feelings of being emotionally supported, (c) perceived
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availability of support, (d) received support, (e) recent use of support, and (f)
adequacy of support. The first three social support types listed above have been
demonstrated to be related to adjustment to stress and general well-being (Kessler &
McLeod, 1985).

Recent-use measures of support confound stress with support

(Cohen & Hoberman, 1983), while adequacy measures of support confound need for
support with access (Kessler & McLeod, 1985). Measures of received support, or
support transactions, are simply unrelated to adjustment to stress (Barrera, 1986;
Sandler & Barrera, 1984; Sarason, Shearin, Pierce & Sarason, 1987; Stokes, 1983).
Although it is well established that perceptions of social support availability
are associated with adjustment to stress (Cohen, 1988; Cohen & Wills, 1985; House,
Landis, & Umberson, 1988; Kessler & McLeod, 1985), attempts to document why
this association exists have been unsuccessful. The most thoroughly researched
hypothesis is that perceptions of social support availability are associated with levels
of received support. But as previously discussed, there is no evidence that support
transactions are associated with adjustment to stress. Though to date we have yet to
describe how perceived support works, or why received support appears not to, it
remains that both perceived support and membership in affiliative networks are
associated with positive mental health, in the presence of stress in the case of
perceived availability of support, and independent of stress in the case of affiliation
(Kessler & McLeod, 1985).
The issue of whether social support has main effects, interactive effects, or
both is an important one.

As indicated above, whether the effects are main or

interactive is dependent upon social support type. The effect of social support seems
also to be related to the type of outcome being measured. For example, in a study
of stress and health outcome in residents living in the Three Mile Island area,
perceived support had a buffering effect when the outcome measures were

Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.

33
psychological, but had a main effect when the outcome measures were somatic
distress (measures of urinary epinephrine levels) (Fleming, Baum, Gisriel, & Gatchel,
1982).
Heller, Swindle, and Dusenbury (1986) have argued that the effects of social
support are two-fold. First, social support acts as a bolsterer of self-esteem and selfworth through the belief that one is cared for and loved and that one will be able to
rely on others in times of need-one belongs to a network of mutual obligation.
Second, social support facilitates coping choices and coping efficacy through
interactions with the members of one’s network. Gottlieb (1988) has suggested that
these two dimensions of social support interact:
it is likely that people who believe they can mobilize support will experience
less anxiety about die stressor’s implications for their well-being and therdiy
bring greater confidence to the work of coping with its demands (G otdi^,
1985). In Lazarus and Folkman’s terms (1984), a secondary appraisal leading
to the belief that supportive provisions are available can condition a more
benign primary appraisal (of toe stakes), shoring up toe individual’s ability to
regulate his of her emotions and address toe instrumental demands imposed
by toe stressor (p. 36).
In other words, there is a cumulative effect of social support in that high levels of
perceived support equip one to be a more effective utilizer of that support by
reducing one’s anxiety in toe face of threat. Effective utilization results in more
positive reappraisals which in turn lead to bolstering of self-esteem. Persons with
low levels of perceived social support experience greater anxiety in toe face of threat,
which results in less effective utilization of a social support system which is at least
already perceived to be weak.
By far, most of toe studies on which our knowledge of social support is based
are cross-sectional in design. This is a common limitation in toe stress and coping
literature. There do exist, fortunately, longitudinally designed studies. An important
example of toe longitudinal design is Lepore, Evans, and Schneider (1991). In this
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analysis of the interaction between exposure to crowded living conditions, social
support, and psychological distress, the qualitative effect of social support shifted
from that of a moderating effect to that of a mediating effect. That is, social support
initially acted as an exogenous variable, buffering the negative effects of crowding
on psychological health. But over time, crowding began to have a deleterious effect
on perceived social support, shifting social support to that of an endogenous factor.
Lepore et al. (1991) conclude that the qualitative shift of social support from
moderating to mediating variable may occur because of either "characteristics of the
stressor itself or because of other contextual factors in which the stessor is
embedded" (p. 907).
Models of the Stress-Health Process
There are four models of the stress-health process that are relevant to the
current study. These, as well as others, are described in detail in Wheaton (1985)
and Ensel and Lin (1991). The first model to be discussed, the Independent Effects
Model (Figure 1), depicts the effect of the coping resource (SOC) on health (NHP)^
as independent of the stressor (PD), and the effect of the stressor as independent of
SOC

NHP
PD
Legend.

SOC = Sense of Coherence, PD = Patient Disability,
NHP = Nottingham Health Profile

Figure 1.

Independent Effects Model.
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the coping resource. That is, where there is no moderating effect of the coping
resource on the stress-distress process, the indqxndent variables are said to have
main effects only.
Figure 2 dqpicts an additional social resource as an intervening, explanatory
variable. In this model, the exogenous social resource of Sense of Coherence (SOC)
acts upon the endogenous social resource of Coping With the Meaning of the
Situation (Coping) which, in turn, performs an intervening role between SOC and the
outcome variable Nottingham Health Profile (NHP).
Coping

SO C ________________________________

NHP

Legend.

SOC = Sense of Coherence, NHP = Nottingham Health Profile

Figure 2.

Resource as Intervening Variable Model.

This model design can also be used to depict an endogenous stressor as
intervening between an exogenous stressor and health outcome. For example. Figure
3 shows a situation where an endogenous subjective stressor (DepEE) plays an
intervening role between Patient Disability and perceived health (NHP). Figures 2
and 3 represent salutogenic and pathogenic processes respectively.
Two other types of models depict situations in which a social resource acts to
buffer the effects of a stressor on health. ,In the Additive Effect Buffering Model
(Figure 4), coping resources are endogenous to the process and thus act as
suppressing influences on the stress-distress process. When the indirect effect of the
stressor (PD) through the coping resource is in the direction opposite to the stressor’s
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DeplE

PD,

Legend.

NHP

PD = Patient Disability, DepIE = Deprivation of Intimate Exchange,
NHP = Nottingham Health Profile

Figure 3.

Subjective Stress as Intervening Variable Model.

overall causal effect on health, the coping resource is said to suppress the effect of
the stressor. This is a type of stress buffering effect since the overall negative effect
of the stressor on health is reduced in the presence of the coping resource.
Coping

NHP

Legend.

PD = Patient Disability, NHP = Nottingham Health Profile

Figure 4.

Additive Effect Buffering Model.

Figure 5 depicts the second type of buffering effect model. In the Interactive
Effect Buffering Model, Sense of Coherence (SOC) acts to moderate the effect of the
stressor on health via an interaction process. That is, the pathogenic effect of the
stressor on health is significantly attenuated, for example, at high levels of the coping
resource as opposed to low levels of the coping resource. In this model a buffering
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effect is said to exist when the parameter estimate of the product term between the
stressor and the coping resource on health outcome is significant. A more thorough
discussion of the algebra of product term analysis will be presented in the methods
chapter.
SOC

Stressor.

NHP

Legend.

SOC = Sense of Coherence, NHP = Nottingham Health Profile

Figure 5.

Interactive Effect Buffering Model.

A modification of the Interactive Effect Buffering Model will also be tested
in the current study. The Interactive Effect Resource-Enhancing Model (Figure 6)
is algebraically identical to the Interactive Effect Buffering Model. The difference
here is that one is testing whether the exogenous stressor of Patient Disability (PD)
enhances the salutogenic effect of the coping resource. In other words, is there an
interaction effect between the type of situational characteristic (in this case patient
pathology as indicated by a diagnosis of either a dementing or nondementing chronic
disorder) and the magnitude of the salutogenic effect of the coping resource. For this
case, when the product term between PD and Sense of Coherence (SOC) positive and
significant, the effect of the coping resource (SOC) can be discussed in terms of a
threshold. That is, for the coping resource to be protective against negative health
outcome, a stressor threshold must be reached-the presence of dementia in the care
recipient.
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PD

SOC

Legend.

NHP

SOC = Sense of Coherence, PD = Patient Disability,
NHP = Nottingham Health Profile.

Figure 6.

Interactive Effect Resource-Enhancing Model.

It is theoretically plausible to test a third version of the interactive model. In
the Interactive Stress-Exacerbating Model (Figure 7), the presence of dementia in the
patient intensifies the negative health effect of the subjective stressor of Deprivation
of Intimate Exchange (DepIE).
PD

De pIE .

Legend.

NHP

DepIE = Deprivation of Intimate Exchange, PD = Patient Disability,
NHP = Nottingham Health Profile.

Figure 7.

Interactive Stress-Exacerbating Model.

Wheaton (1985) provides a good summary of the interactive and additive types
of stress buffering processes:
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A resource that moderates the effect of stress (the interactive version) points
to a condition, or set of conditions, under which stress has substantidly less
impact (usually defined by the presence, or possession, of the resource as
opposed to its absence). A resource that suppresses the effect of stress (the
additive version) is generally mobilized by increases in stress and, as a result,
dampens its overall causal impact (p. 354).
In the present study, both salutogenic and pathogenic versions of the
interactive model will be tested. The caregiver literature reviewed earlier indicates
the necessity of modeling both processes. It is important to know whether a main
effect of a coping resource is significantly different at different magnitudes of the
stressor. Additionally, a version of the additive effect buffering model will also be
tested in order to see whether the higher stressor load of caring for someone with a
dementing disorder mobilizes the coping resource to such an extent that the effect of
this mobilization process reduces the overall effect of the stressor on health.
Modeling the data in the ways described above will inform the development
of a more comprehensive model. It is anticipated that this comprehensive model will
depict the following types of effects: main, intervening, and interactive (buffering,
enhancing, and exacerbating). Variables to be examined in the present study are:
(a) the exogenous independent variables of Sense of Coherence (SOC) and the nature
of Patient Disability (PD) as determined by a medical diagnosis, (b) the endogenous
dependent/independent coping resource variables of Coping With the Meaning of the
Situation (Coping) and Expressive Social Support (Support), (c) the endogenous
dependent/independent subjective stressor variable (a measure of caregiver burden)
of Deprivation of Intimate Exchange (DepIE), (d) the endogenous dependent outcome
variables of perceived negative health (Nottingham Health Profiles-NHPs), and (e)
the demographic variables of caregiver age, caregiver sex, residence of the caregiver,
and relation of the caregiver to the patient.
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Hypotheses
The current study is exploratory as well as confirmatory. It is exploratory to
the extent that the caregiver literature presents contradictory or ambiguous findings
concerning the associations between stressors, coping resources, and health outcome.
It is confirmatory to the extent that the literature demonstrates consistency across
studies for certain relationships. Earlier analyses of data from the Belgium Family
Coping Project indicate that sense of coherence has a greater protective effect for
caregivers to dementia patients than for caregivers to nondementia patients (Baro et
al., 1992; Gallagher et al., 1992; Wagenfeld et al., 1992a, 1992b).

The authors

have proposed that the multidemensional nature of dementing disorders resulted in
a threshold effect with regard to the types and efficacy of coping resource variables
related to low levels of distress. Of great interest in the current study will be a
further testing of the hypothesized threshold effect.
A number of hypotheses relevant to the current study have been developed.
They are listed below in the affirmative hypothesis format followed by references to
empirical and theoretical works which provide support for the stated relationships.
These hypotheses certainly are not all encompassing since there is a significant
exploratory component to all caregiver research at this time. Rather the stated
relationships are the more plausible ones among these particular variables, although
in some of the cases there can be found research which is contrary to the relationship
posited:
1.

Caregiver demands, as measured by Activities of Daily Living (ADL), will

be greater for caregivers to persons with a chronic dementing disorder (Grad and
Sainsbury, 1963; Haley et al., 1987; Lezak, 1978; Morycz, 1980; Poulshock &
Deimling, 1984; Robinson, 1983).
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2.

Caregiver burden, as measured by interpersonal loss (Deprivation of

Intimate Exchange), will be greater for caregivers to persons with a chronic
dementing disorder (Barnes et al., 1981; Cohen & Eisdorfer, 1986; Lezak, 1978;
Poulshock & Deimling, 1984).
3. Patient disability will have a pathogenic effect on health status (Deimling
& Bass, 1986; Fengler & Goodrich, 1979; Gaynor, 1990; George & Gwyther, 1986;
Grad & Sainsbury, 1963; Rabins et al., 1982).
4. Caregiver burden will have a pathogenic effect on health status (Pratt et
al., 1985).
5. Caregiver age will be positively associated with perceived physical health
problems (Costa & McCrae, 1980, 1985).
6.

Female caregivers will experience more burden and negative health

outcome than male caregivers (Cantor, 1983; Circirelli, 1981; Fitting et al., 1986;
Horowitz, 1985a; Johnson, 1983; Robinson & Thumher, 1979; Young & Kahana,
1989; Zarit et al., 1986).
7.

Sense of coherence will have a salutogenic effect on health status

(Antonovsky, 1979, 1987b, 1990; Coe et al., 1990; Coe et al., 1992; Baro et al,
1992; Gallagher et al., 1992; Wagenfeld et al., 1992a).
8. Persons with a strong sense of coherence will be less likely to experience
interpersonal loss (Deprivation of Intimate Exchange) than persons with low sense of
coherence (Antonovsky, 1979, 1987b).
9. Persons with strong sense of coherence will be more likely to report
receiving emotional support from others (Antonovsky, 1979, 1987b).
10. Persons with strong sense of coherence will be more likely to report
coping by management of the meaning of the situation (Antonovsky, 1979, 1987b).
11. Sense of coherence will have a greater effect on health outcome for
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caregivers to dementia patients (Billings & Moos, 1981; Folkman et al., 1986b;
Folkman & Lazarus, 1980; Gallagher et al., 1992; Mattlin et al., 1990; McCrae,
1984; Pearlin and Schooler, 1978; Wagenfeld et al., 1992a; Wethington & Kessler,
1991;).
12.

Emotional support will have a greater effect on health outcome for

caregivers to nondementing patients (Billings & Moos, 1981; Folkman et al.,1986b;
Folkman & Lazarus, 1980; Gallagher et al., 1992; Mattlin et al., 1990; McCrae,
1984; Pearlin & Schooler, 1978; Wagenfeld et al., 1992a; Wethington & Kessler,
1991).
13.

Coping by management of the meaning of the situation will have a

greater effect on health outcome for caregivers to nondementing patients (Billings &
Moos, 1981; Folkman et al., 1986b; Folkman & Lazarus, 1980; Gallagher et al.,
1992; Mattlin et al., 1990; McCrae, 1984; Pearlin & Schooler, 1978; Wagenfeld et
al., 1992a; Wethington & Kessler, 1991;).
In the last section of the next chapter, details of the analysis procedures that
will be carried out in order to test these hypotheses and estimate model parameters
will be presented.
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CHAPTER m
METHODS AND RESEARCH DESIGN
Sample
Cases for the Belgian Family Coping Project were drawn from the registry of
the Christian Mutual Health Insurance Fund and affiliated organizations in
Dendermonde, in the Flemish province of East Flanders. Coverage for illness in
Belgium is via a series of sick funds. The Christian Mutual Health Insurance Fund
covers approximately 75% of the population in the Dendermonde region.

This

method of case selection avoids the potential bias commonly encountered in studies
of caregiver burden where respondents are drawn from the membership of self-help
groups. Drawing the sample from the same pool also helps to minimize differences
between the caregiver groups. The total number of caregivers in the present study
is 126.
About half (53%) of the interviews were conducted by nurses from the
White/Yellow Cross (similar to Visiting Nurses), with the balance by social workers.
Caregivers were given cards with item response categories and told to tell the
interviewer which response category (e.g., a, b, c, or d) was most accurate for the
question asked by the interviewer. The interviewer then recorded their answer. Li
many instances, the interviewers were professionally acquainted with the patients and
caregivers. As a result, the refusal rate was low: less than 10%.
Interviews lasted about 2 hours and covered demographic characteristics of the
patient and the caregiver, patient disability, family and social network composition.

43
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sense of coherence, self-image of the caregiver, strategies employed to cope with the
caregiving situation, and several measures of psychosocial, psychological, and
physical functioning.

About 40% of the caregivers were spouses, 49% adult

children, with the balance divided among other relationships. The majority (71%)
of caregivers were female, and the average age for the total sample of caregivers was
60.2 years (SD = 12.82 years). Caregivers ranged in age from 22 to 88 years.
Patients ranged in age from 61 to 99 years and had an average age of 80 years
(SD = 8.83 years). These patients have been diagnosed as suffering from either a
dementing chronic disorder (N = 45), a nondementing chronic disorder (N = 71),
or both dementing and nondementing disorders (N = 10). Diagnosis of the patient
was determined by a physician. This information was gathered from the patient’s
records with the Christian Mutual Health Insurance Fund. Patients with dementing
disorders were diagnosed as having various disorders including Alzheimer’s disease,
multi-infarct dementia, and Korsakoff s psychosis.

Patients with nondementing

disorders were diagnosed with a greater variety of disorders including heart disease,
arthritis, cancer, diabetes, and Parkinson’s disease. In 106 of the cases (84% of the
total sample), the caregiver was living with the patient at the time of the interview.
The three groups of primary caregivers were quite homogeneous with regard
to demographic characteristics (Table 1): no significant differences by caregiver or
patient age, sex, education, family income, caregiver-patient relationship, residence
of the caregiver, or duration of illness were noted.*
With regard to the psychosocial, psychological, and physical characteristics
of patients and caregivers we would not expect to find as high a degree of
homogeneity. The literature review presented above suggests that the qualitatively
different experiences between caregivers to dementing and nondementing care
recipients would be reflected in differences in measures of association between the
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Table 1
Demographic Characteristics of Caregivers
and Patients for Three Subgroups
Dementing
(N = 45)

Nondementing
(N = 71)

BothI
(N = 10)

Mean SD

Significance
Test*

62.2

F = 0.130

Variable

Mean SD

Mean SD

Caregiver
Age

60.0

60.0

Female Sex (%)

66.7

72.0

80.0

= 0.813

Education (%)
Grade School

46.5

49.3

30.0

X* = 2.110

High School

31.0

29.8

30.0

College

22.5

20.9

40.0

Family Inc.
(Belgian Fr.)
Relation to
Patient (%)
Spouse

46.0k

12.5

3.5k 43.0k

13.1

3.4k 54.0K

44.4

39.4

30.0

51.1

47.9

50.0

Sibling

0.0

1.4

10.0

Other Relation

4.5

11.3

10.0

Reside with Elder 84.4
Patient (% yes)

81.7

100.0

Adult Child

12.8

3.5K F = 1.050

= 7.201

X* = 2.210

Patient
Age

78.6

Female Sex (%)

73.3

66.3

50.0

= 2.030

Education (%)
Grade School

49.0

31.0

30.0

X* = 5.100

High School

33.5

42.0

30.0

9.7

79.4

8.4

77.3

8.2

F = 0.290
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Table l--Continued
Dementing
(N = 45)

Nondementing
(N = 71)

Both
(N = 10)

Mean SD

Mean SD

Mean SD

College

17.5

27.0

40.0

Duration of
Illness (yr)

7.1

Variable

7.3

9.9

9.6

13.8

14.4

Significance
Test*

F = 2.570

*None of the tests were significant at the ,05 level.
stressors, sense of coherence, other coping resources, and health status. We would
expect that the extent of dependency of the impaired person on the caregiver to be
higher among caregivers to dementingpatients. This hypothesis was tested through
an analysis of variance (ANOVA) procedure comparing the mean differences between
the three subgroups on a measure of the degree to which the patient was unable to
perform various activities of daily living, using a modification of the Activities of
Daily Living (Katz et al., 1963) and Instrumental Activities of DaUy Living (Lawton
and Brody, 1969) scales. Some examples of these items are toileting or feeding and
instrumental activities such as driving a car or using the telephone. Fifteen items
make up the composite measure (ADL) used in this study. Each item has four
response categories ranging from not at all dependent to completely dependent. The
scale’s average for this sample is 49.85 and has a standard deviation of 10.68, with
scores ranging from 15 to 60. A visual inspection of the frequency distribution of
(ADL) reveals that the measure is insensitive to the most severe disability. The
distribution reveals a ceiling effect, as indicated by the fact that 22% (N = 28) of all
respondents (the mode of the distribution) reported that their dependent was
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completely dependent on them for each of the 15 ADL activities. Among caregivers
to persons with a chronic dementing disorder only, 31% (N = 14) reported that the
care recipient was completely dependent on them for every one of the 15 activities.
For caregivers to persons with both chronic dementing and nondementing disorders,
30% (iV = 3) reported this to be the case. And among caregivers to nondementing
persons, only 15% (IV = 11) reported complete dependency for each of the 15 ADL
items. If, indeed, a statistically significant higher burden for caregivers to dementia
patients is indicated by ADL, it will be an underestimate of that difference because
of the measure’s insensitivity to severe disability-which is more prevalent among
persons with dementia. The scale’s internal consistency was high: Cronbach’s alpha”
= .91.
The ANOVA procedure empirically confirmed hypothesis 1: the extent of
caregiver demands as measured by Activities of Daily Living is greater for caregivers
to dementing patients. Caregivers to dementing patients (Mean = 53.93, SD =
6.77) and caregivers to the group of patients suffering from both chronic dementing
and nondementing disorders (Mean = 57.00,52) = 4.11) had significantly (p < .05)
higher numbers of patient care responsibilities than caregivers to the nondementing
group (Mean = 46.25, SD = 11.90). The difference in average demand between the
caregiver groups caring for dementia patients was not significant.
Possibly the most significantly personal aspect of caring for a family member
or friend who is sufiering form a chronic dementing disorder is the experience of the
disintegration of one’s relationship with that person as the patient’s personality
deteriorates. We were able to empirically test whether this experience resulted in
significantly higher caregiver burden, as indicated by deprivations of interpersonal
exchange, for caregivers to dementia sufferers. We conducted an ANOVA procedure
for the three caregiver subgroups on the 3-item measure of Deprivation of Intimate
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Exchange (DepIE) (Pearlin et al., 1990).

An example of a question irom this

measure is: How much have you lost having someone who really knew you well?
For these items four response categories are presented (completely to not at alll. The
mean for DepIE is 5.91, while the standard deviation is 2.72. An inspection of the
frequency distribution shows that 24.6% {N = 31) of caregivers report experiencing
no deprivations of intimate exchange. This is the mode of the distribution. The
internal consistency of this 3-item measure is very good: Cronbach’s alpha = .81.
The results of the ANOVA procedure confirm hypothesis 2: significantly (p
^

.05) greater deprivation of intimate exchange is reported among the group of

caregivers caring for someone with a dementing disorder (Mean = 7.31, SD = 2.92)
than for the group of caregivers caring for someone with a nondementing disorder
(Mean = 4.99, SD = 2.13). The differences between either of these two groups and
those caregivers caring for someone with both chronic dementing and nondementing
disorders (Mean = 6.20, SD = 2.97) were not significant.
The results from these two ANOVA procedures empirically confirm what the
literature indicates about the experiential differences between these groups of
caregivers: (a) that the sheer amount of work, or caregiving demands, is greater for
caregivers to sufferers of dementia; and (b) that interpersonal loss is greater among
caregivers to sufferers of dementia.

These findings indicate the necessity of

distinguishing between caregivers by the nature of patient disability (the presence
versus absence of a chronic dementing disorder in the care recipient). The categories
were changed to distinguish between two caregiver groups rather than three, as
presented in Table 2. The collapsing of the dementia group with the mixed disorder
group did not result in any of the group differences becoming statistically significant
at the .05 level.
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Table 2
Demographic Characteristics of Caregivers
and Patients for Two Subgroups
Dementing
(N=55)

Nondementing
(N=71)

Variable

Mean

SD

Mean

SD

Significance
Test*

Caregiver
Age

60.4

12.5

60.0

13.1

T = -0.161

Female Sex (%)

70.0

72.0

X* = 0.112

Education (%)
Grade School

43.6

49.3

X* = 0.370

High School

30.9

29.8

College

25.5

20.9

Family Income (Bfr)

45.0k

Relation to
Patient (%)
Spouse

41.8

39.4

50.9

47.9

Sibling

1.8

1.4

Other Relation

5.5

11.3

Reside with Elder
Patient (% yes)

87.3

81.7

Adult Child

3.5k 43.0k

3.4k

T = -1.035

X *= 1.333

X ^= 0.696

Patient
Age

78.4

Female Sex (%)

69.1

66.3

X *= 0.110

Education (%)
Grade School

45.4

31.0

X® = 2.750

High School

32.9

42.0

9.4

79.4

8.40

r=

0.637
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Table 2-Continued
Dementing
(N=55)

Variable

Mean

College

21.7

Duration of
Illness (yr)

8.4

SD

Nondementing
(N=7l)

Mean

SD

Significance
Test*

9.6

T = 0.960

27.0
9.2

10.0

*None of the tests were significant at the .05 level.
Measurement
A dummy variable, Patient Disability (PD), was created such that caregivers
to persons with a dementing disorder will be given a value of 1, while all other
caregivers (those caring for a person suffering from a nondementing chronic disorder
only) will be given a value of 0. The reasons for collapsing the dementing category
with the mixed category (caregivers to sufferers of both dementing and nondementing
disorders) are two-fold. First, it is clear from the analyses of group differences
presented above that the dementing and mixed groups are more similar to each other,
with regard to the number of caregiver responsibilities and the experience of
interpersonal loss, than either of these two groups are to the nondementing group.
Second, we are concerned with the loss of power if we proceeded by eliminating the
mixed category of caregivers. Deleting this group from the analysis would result in
the loss of 8% of our cases. We are aware of the possible interaction of dementing
and nondementing disabilities, and its impact on the caregiver. In order to control
for this potential interaction, a separate series of analyses will be carried out without
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the mixed caregiver category {N = 116).

These analyses will be reported in

summary form, and any unexpected differences-those not related to loss of powerwili be addressed.
Patient Disability (PD), determined by the presence or absence of dementia in
the care recipient, is the objective measure of primary stressor in the present study.
Dq>rivation of Intimate Exchange, a subjective measure of primary stress, or in this
case caregiver burden, will be used for the following reasons. First, the inclusion
of a subjective measure of a situation-specific stressor allows for the assessment of
the effects of the objective stressor on health status via the subjective measure.
Second, this particular measure was decided upon because it reflects the stressor of
central focus in the present study-the presence of a chronic dementing disorder in
the care recipient. This certainly does not exhaust the types of burdens caregivers
may face.

For example, Pearlin et al. (1990) have constructed a measure of

Deprivation of Goals and Activities that is designed to get at how caregiving may
interfere with these important areas of life.
The primary coping resource variable in the study, Antonovsky’s Sense of
Coherence (SOC) scale, can be thought of as a measure of personality disposition.
A Flemish (Dutch) version of the SOC was developed and validated (Pottie, 1990).
Pottie found that the SOC displayed a high level of internal consistency (Cronbach’s
alpha = .89). Antonovsky (forthcoming) reported international psychometric data
on both the long and short forms of the SOC. Mean values for the long version
ranged from 123.6 to 159. The mean for our sample of caregivers was 138.16, with
a standard deviation of 21.96, about the middle of the reported distribution for the
long form. For our sample the SOC is normally distributed and has a high level of
internal consistency (Cronbach’s alpha = .84). The current study employed the
29-item version of the SOC. While the SOC has three conceptual dimensions, it was
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developed by Antonovsky (1979,1987b) to be used as a unidemensional measure of
personality disposition. Factor analyses of the 29 items composing the Sense of
Coherence scale support its usage as a unidimensional measure (Antonovsky, 1992).
Responses to the 29 items composing the SOC scale are arrayed on seven-point
scales with ranges of 1 to 7 (Antonovsky, 1987b). Examples of items and their
related dimensions are: (a) Do you have the feeling that you are in an unfamiliar
situation and don’t know what to do? (comprehensibility), (b) Do you have the
feeling that you’re being treated unfairly? (manageability), and (c) How often do you
have the feeling that there’s little meaning in the things you do in your daily life?
(meaningfulness).
Additional coping resource variables used in this study of caregiving are taken
from Pearlin and his associates. They have constructed instruments for measuring
the presence and effectiveness of coping resources.

These instruments were

developed for a study of burden among caregivers to patients with Alzheimer’s
disease and are described in detail in a recent publication (Pearlin et al., 1990). The
coping response measures correspond to three dimensions:

(1) Management of

Meaning, (2) Management of Situation, and (3) Management of Distress.
Management of Meaning is measured with three scales, each composed of
three items. Those scales are: (a) Reduction of Expectations, (b) Making Positive
Comparisons, and (c) Construction of a Larger Sense of Illness. Each of the nine
Management of Meaning items have four response categories ranging from very often
to never. Like Pearlin and colleagues (1990) we found the reliability of these scales
to be far below acceptable levels (Cronbach’s alphas = .49, .37, and .53,
respectively for this sample of caregivers). In an attempt to develop more reliable
scales, principal components factor analysis with orthogonal (varimax) rotation was
carried out on the nine Management of Meaning items to assess whether, for this

Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.

53
sample of caregivers, the items cluster differently than suggested by Pearlin. The
results of the factor analysis on management of meaning are presented in Table 3.
Table 3
Rotated (Varimax) Principal Components Factor Structure
for Management of Meaning Indicators
Factor
Item

1

2

3

Try to accept your (relative) as (he/she) is, not as
you wish (he/she) could be.

.09

.69

.13

Try to think about the present rather than the future.

.00

.76

.30

Try to keep your sense of humor.

.04

.34

.59

Remind yourself that others are worse off.

.32

.57

-.27

Try to think about the good times you had in the past.

.71

.04

.30

Look for the things you always liked and admired in
your (relative).

.79

.04

.18

Try to make sense of the illness.

.59

.13

.14

Pray for strength to keep going.

.27

.03

.78

Remind yourself that this is something to expect as
people get older.

.58

.14

-.24

2.61

1.28

1.01

.64

.49

.45

Eigenvalue
Cronbach’s Alpha Coefficient

Although three factors were extracted from the data, the grouping of items according
to factor loadings are quite different from how Pearlin et al. (1990) group these
items. Factor 1 contains four items with factor loadings between .58 and .79. A

Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.

54
high score on this indicator rq>resents managing meaning through focusing on
positive and inevitable aspects of the patient’s situation. Factor 2 contains two of the
three items in the original scale for Reduction ofEq)ectations plus the item "Remind
yourself that others are worse o f f from the original scale of Construction of Larger
Sense of Illness. A high score on this indicator rq>resents managing meaning via
reduction of expectations and appealing to God. Factor 3 contains two items: (1)
Try to keep your sense of humor, and (2) Pray for strength to keep going.
According to the results presented in Table 3, three scales were developed by
summating the items with factor loadings of .50 or greater on the same factor.
Internal consistency measures for these three scales are .64 (Factor 1 items), .49
(Factor 2 items), and .45 (Factor 3 items) respectively. Based on these reliability
measures, the dimension of coping with the burden of caregiving through
management of the meaning of the situation will be measured using a summated scale
of the four items loading on Factor 1. This measure has a mean value of 10.96, and
a standard deviation of 2.86. Values on this variable ranged from 4 to 16. The
distribution is approximately normal with a slightly negative skew. The variable will
be referred to henceforth as Coping.
Pearlin and colleagues (1990) suggest that the other two dimensions of coping
(Management of Situation and Management of Distress) be assessed by the individual
items separately rather than by summated scales of those items. For purposes of the
current study, however, an attempt was made to reduce the 12 separate items into a
smaller number of scales, if possible, rather than analyzing them individually. In a
previous paper we have assessed the items individually with regard to SOC and a
measure of caregiver role overload (Gallagher et al., 1992).’ In order to assess the
possibility of common underlying dimensions for these twelve indicators, principal
components factor analyses were conducted on each of the two groups of items
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separately.

Table 4 presents the results of the analysis for the Management of

Situation items. Factor 1 contains 2 items, each with loadings of .75. Factor 2
contains 2 items with loadings of .78 and .76. These items were summated and
analyzed for reliability. Their alpha coefficients of .35 and .58 are below accq>table
levels for internal consistency and thus will not be used in this analysis.
Table 4
Rotated (Varimax) Principal Components Factor Structure
for Management of Situation Indicators
Factor
1

2

Try to be firm in directing your (relative's) behavior.

.75

.18

Do the things you really have to do and let the other things slide.

.24

.78

Try to find ways to keep your (relative) busy.

.75

-.20

Try to learn as much as you can about the illness (e.g., read
books, talk to doctors, go to lectures)

.27

.76

1.30

1.22

.35

.58

Item

Eigenvalue
Cronbach’s Alpha Coefficient

Table 5 presents the results of a principal components factor analysis on the
Management of Distress items. Four factors were extracted from the data. Those
factors and their loadings are as follows: (1) Factor 1 (Distress Management through
Substance Use) .84 and .86, (2) Factor 2 (Distress Management through
Entertainment) .82 and .79, (3) Factor 3 (Distress Management through Food and
Medication) .65 and .78, and (4) Factor 4 (Distress Management through Solitude)
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.76 and .81. Summated scales were created for each of the 4 dimensions. The
internal consistency of these scales range from .32 to .55 (below acceptable levels).
Additionally, the Kaiser-Meyer-Olkin test indicates a possible problem with sampling
adequacy (.49). Because of the potential sampling problem and because of the low
alpha coefficients of these scales, the dimension of Management of Distress will not
be assessed in this study.
Table 5
Rotated (Varimax) Principal Components Factor Structure
for Management of Distress Indicators
Factor
Item

1

2

3

4

.06

.02

.36

.76

-.02

.08

.65

-.09

.84

.22

.01

.01

-.06

.02

-.27

.81

.09

.82

-.08

.11

-.05

.79

.24

-.08

Take some medication to calm yourself

.13

.04

.78

.11

Drink some alcohol

.86

-.15

.10

-.02

1.73

1.34

1.25

1.12

.55

.49

.32

.41

Spend time alone
Eat
Smoke
Get some exercise
Watch TV
Read

Eigenvalue
Cronbach’s Alpha Coefficient

Pearlin et al. (1990) also provide a measure of perceived emotional support
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from friends and relatives. This measure of social support is a summated measure
of eight items, each with four response categories ranging from strongly agree to
strongly disagree. An example of an item from this scale is, "The people close to
you let you know that they care about you." For our sample, this measure has a
mean value of 24.56 and a standard deviation of 4.28. The scores on this measure
ranged from 8 to 32 and the distribution of scores is approximately normal. For this
sample, internal consistency was very good: Cronbach’s alpha = .82. This variable
will be referred henceforth as Support.
The Nottingham Health Profile (NHP) consists of six profiles which form the
outcome variables in the present study. It was developed in England as both a
clinical and survey measure of self-perceived health status (Hunt, McEwan, &
McKenna, 1986).

The NHP is composed of thirty-eight items that represent 6

subscales or profiles: (1) Emotional Reactions, (2) Social Isolation, (3) Sleep, (4)
Energy, (5) Physical Mobility, and (6) Pain. Examples of these items are: "I’m
tired all the time," "I have pain at night," and "Things are getting me down." The
respondent is asked to indicate whether or not ("yes" or "no") they are experiencing
these problems at the present time.
Individual item weights for the profiles are empirically derived from
population norms using the Thurstone paired-compaiison method.* Possible scores
on each profile range from 0 (at the present time is experiencing none of the
problems) to 100 (has experienced all of the problems). The NHP has been validated
and extensively used in England and a number of European countries. Although a
Dutch version exists (Van Eijk, Smits, Meyboom, Mokkink, & Van Son, 1987a; Van
Eijk, Smits, Meyboom, & Mokkink, 1987b; Van Weel, Smits, & Van den Bosch,
1988), linguistic and normative differences between the Netherlands and Flanders
suggested that a separate validation be done.

The Flemish version displayed
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appropriate psychometric properties.
The NHP was conceived of as a general survey tool for identifying morbidity
in the population. Because it was constructed to measure only the extreme end of
negative perceived health, rather than the entire range of positive to negative health,
built into this instrument is a censoring effect. The NHP’s insensitivity to positive
perceived health and mild negative perceived health creates a situation referred to as
a "floor effect." For persons who perceive their health as other than severe for a
given profile, a score of 0 will be given on that profile. Consequently, in a general
population survey, because the majority of respondents will have a score of zero on
any given profile, the distribution of scores will be highly positively skewed. For
surveys of certain subpopulations where morbidity is known to be higher than the
general population (e.g., the elderly), the positive skewness will be less severe. This
is the case for the present study because it is based on a sample of respondents whose
average age (60 years) is higher than the population norm and who are faced with the
often burdensome task of caring for an elderly person with a chronic disorder. The
percentage of caregivers perceiving some degree of severe negative health range from
36.5% on the Energy profile to 63.5% on the Emotional Reactions profile.’
The means and standard deviations of the Nottingham Health Profiles are as
follows: (a) Emotional Reactions (Mean = 14.85, SD = 18.79), (b) Social Isolation
(Mean = 13.05, SD = 18.79), (c) Sleep (Mean = 22.92, SD = 29.81), (d) Energy
(Mean = 23.35, SD = 34.70), (e) Physical Mobility (Mean = 10.92, SD = 15.79),
and (f) Pain (Mean = 12.93, SD = 21.26). The six profiles displayed the following
levels of internal consistency (Cronbach’s alphas):

.70, .47, .74, .68, .71, .76,

respectively. To maintain theoretical continuity, the Social Isolation profile will be
retained even though its internal reliability coefficient is low. Table 6 presents the
means and standard deviations for all of the measures of stressors, coping resources.
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and health profiles.

Table 6
Distribution Characteristics of Psychosocial Variables
for the Total Sample
Variable

Mean

Sense of Coherence

138.16

SD
21.96

Patient Disability (% Dementing)

44.0

Activities of Daily Living

49.85

10.68

5.91

2.72

Coping

10.96

2.86

Support

24.56

4.28

Emotional Reactions

14.85

18.79

Social Isolation

13.05

18.79

Sleep

22.92

29.81

Energy

23.35

34.70

Physical Mobility

10.92

15.79

Pain

12.93

21.26

Deprivation of Intimate Exchange

Analysis Procedures
A five-stage analysis of the data will be conducted.

The first stage will

consist of an analysis of the bivariate relationships between objective and subjective
stressors, sense of coherence, other coping resources, the Nottingham Health
Profiles, age, sex, caregiver residence and relationship of the caregiver to the patient.
There are a couple of reasons for assessing the bivariate associations between the
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caregiver characteristics of age, sex, residence of the caregiver, and relation to the
patient with the stressors, coping resources, and negative health status. As reported
in the section "Characteristics of the Caregiver and Social Support," female
caregivers experience greater burden and negative health outcome than male
caregivers, while there is inconsistent evidence about whether spouses or adult
children experience greater levels of burden and negative health. The literature also
reveals that adult daughters experience greater negative effects than other caregiver
groups. Thus, it is important to assess whether these relationships hold true for the
current study so that these effects can be analyzed if indeed they are present.
In the second and third stages, assessment of pathogenic and salutogenic
effects in the caregiver burden model will be carried out. The second stage will
consist of an analysis of the direct and indirect effects of the stressors and sense of
coherence on the Nottingham Health Profiles (NHPs). In Figure 8 is the model that
will be estimated at this stage. The path coefficients are estimated using Ordinary
Least Squares regression in a hierarchical format. Path coefficients 6 and c are
derived from simply regressing Deprivation of Intimate Exchange (DepIE) on the
exogenous variables of Sense of Coherence (SOC) and Patient Disability (PD)
separately.

Path coefficients a, d, and e are derived in a two stage process

(hierarchical format). In Step 1 the dependent variable NHP is regressed on SOC
and PD. In Step 2, the intervening variable DepIE is added to the equation. The
path coefficients a, d, and e are the parameter estimates in the second equation.
These are also the direct effects of the indq>endent variables on NHP. The indirect
effects of SOC and PD are the products of the following formulas:

(a) (b x e)

measures the indirect effects of SOC, and (b) (c x e) measures the indirect effects of
PD.
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SOC
DeplE

NH P

Legend. SOC = Sense of Coherence, PD = Patient Disability,
DepIE = Deprivation of Intimate Exchange, NHP = Nottingham
Health Profile
Figure 8. Path Analysis Model of Salutogenic and Pathogenic Effects.
Before proceeding to a description of stage 3, it is germane at this point to
define some of the terminology that will follow. A main effect refers to the effect
of one variable on another while controlling for other first order terms.

For

example, in a linear model with only first order terms (Eq. 1), the coefficients bi and
are the main effects of X and Z on Y.

This equation fully describes the

Independent Effects Model in Figure 1. An interaction effect, with regard to the
(Eq. 1)

Y = bo + bjX + bzZ + e

the present study, refers to the influence of Patient Disability on either the stressordistress process or resource-distress reduction process.

In order to test for an

interaction effect, for example between X and Z, it is necessary to include a product
term in the regression equation. In this case, the product term is defined as the
product of X and Z (X X Z) and its effect is the coefficient

in equation 2. This

equation fully describes the Interactive Effect Models shown in Figures 5, 6, and 7.
(Eq.2)

Y = bo + b,X + bzZ + bs(X X Z) + e
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When the slope of the product term is significant, Z is described as moderating the
effects of X. In other words, the effect of X on Y is conditional upon levels of Z.
In this instance Z is called the moderator variable.
Product term analysis wUl be carried out in stages three and five in order to
test for stress-buffering effects of coping resources, as well as stress-exacerbating and
resource-enhancing effects of Patient Disability (PD). For example, in a salutogenic
model where one is interested in describing under which conditions a social resource
is efficacious in reducing distress, regression models would be carried out to test for
the presence of the resource-enhancing effects of PD. Equation 3 represents the
regression equation that will estimate the parameter for interaction between Sense of
Coherence (SOC) and PD in predicting to Emotional Reactions (EM). If significantly
(Eq. 3)

EM = bo + b^OC 4- b%PD + b3(S0 C x PD)

different from zero, the standardized coefficient b, is the resource-enhancing effect
of PD on the SOC-EM effect. Because PD is dichotomous (dementia present = 1,
dementia not present = 0), equation 3 can be rewritten in terms of conditional values
of the nature of patient disability*®:
When PD=0, then

EM = bo + b;SOC

When PD=1, then

EM = (bo+bj + (bl-fb3)S0 C

The coefficient bj is the slope difference between the two subsamples.
The null hypothesis being tested is H,: 63 = 0, meaning that there is no
statistically significant effect of Patient Disability (PD) on the Sense of CoherenceEmotional Reactions effect. When the null hypothesis is rejected-that is, when the
product term is significant-the slope difference can be graphically represented.
Figure 9 shows a situation where the product term in equation 3 is negative and
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significant. In this situation the variables PD and SOC do not operate independently
of one another. In the case where the product term is not significant, the slopes of
the effects of group 1 and group 2 on the SOC-EM effect are the same.

NHP

|PD = 0)

S e n s e of C o h e r e n c e

Legend. NHP = Nottingham Health Profile, PD = Patient Disability
Figure 9. Graphical Representation of an Interaction Effect.
The interpretation of main effects in a regression equation that includes a
statistically significant product term is only possible when the first order terms have
meaningful zero points. That is, when the zero points of the predictor variables are
arbitrary, so too are their standardized and unstandardized coefficients.” This is the
case in almost all studies in the social and behavior sciences, including the present
one. Yet, the unstandardized coefficient and r-test of the product term are unaffected
by the arbitrary zero points of the predictor variables. Neither the R-square nor the
r-ratio for the hypothesis that 63 = 0 are altered by changes in zero points (Allison,
1977, p. 152). Thus, according to Allison (1977), "Perhaps the best measure of the
importance of the interaction is simply the increment to R-square with the inclusion
of the product term" (p. 149). While these are the technical reasons for ignoring the
coefficients of the first order terms, a more substantive reason has to do with
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whether, in the presence of interaction, main effects can also be present (Cleary and
Kessler, 1982).
One final note on product term methods: Whenever interaction effects are
estimated using product terms, all lower order terms must be in the equation before
the product term is entered (Cleary and Kessler, 1982). A rule of thumb when using
product terms in regression is that it be done hierarchically. That is, product terms
are assessed in the regression framework only when all other lower order interactions
and main effects are included in the equation.
In Stage 3 of the analysis, hierarchical regression will be employed to test for
the presence of both interactive stress-buffering and interactive resource-enhancing
effects. The equations will estimate the parameters for three product terms in the
same regression step: (1) Patient Disability (PD) x Sense of Coherence (SOC), (2)
PD XDeprivation of Intimate Exchange (DepIE), and (3) SOC x DepIE. In the final
step of the regression procedure the three-way product term PD x SOC x DepIE will
be entered. The results of these analyses will inform us as to whether the direct
effects of PD are moderated by SOC, and whether the direct effects of DepIE are
either moderated by SOC or exacerbated by PD. In the presence of a three-way
interaction, a more complex assessment will be made and will depend upon the
valence of the parameter estimate.
In stages four and five only salutogenic components of the caregiver model
will be assessed. Figure 10 shows the basic model that will be estimated at Stage 4.
The results of these analyses will allow us to describe the extent to which the effects
of SOC are indirect through the endogenous coping resources. Finally, in Stage 5,
product term analysis will be carried out to determine whether the salutogenic effects
of Coping and Support are enhanced when dementia is present in the care recipient.
The presence of significant interaction effects at this stage would be evidence in
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support of the threshold hypothesis: the coping resource becomes effective when a
stressor threshold is reached.
C o pi ng

SOC

Support

Legend.

SOC = Sense of Coherence, NHP = Nottingham Health Profile

Figure 10. Path Analysis Model for Salutogenic Effects.
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CHAPTER IV
RESULTS
Stage 1: Bivariate Associations
Associations between sex, caregiver age, residence of the caregiver, and
relation of the caregiver to the patient with stressors, coping resources, and health
status are presented in Table 7. First, sex appears to be unrelated to any of the
stressors, coping resources, or outcome variables. From the caregiver literature we
may have expected to find indications of significant associations between sex and
health status, where females experience more negative health. Second, caregiver age
is significantly associated with Sense of Coherence. This was expected since both
age and SOC are related to the amount and strength of Generalized Resistence
Resources (GRRs). Age is also related to the Energy and Physical Mobility profiles.
The direction of the associations tell us that the older the caregiver the more likely
the caregiver will experience negative health in the areas of Energy and Physical
Mobility. Third, residing with the caregiver was unrelated to any of the stressors,
coping resources, or health status measures. Fourth, it appears that the status of the
caregiver is related to Coping, Support, and the Energy and Physical Mobility
profiles. While spousal caregivers (Partner) are more likely to experience deprivation
of intimate exchange, they are less likely to cope with the demands of caregiving
through management of the meaning of the situation. They are also more likely to
report negative health status on two of the Nottingham Health Profile dimensions.
Finally, while adult children caregivers (Scion) are more likely to cope through
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management of the meaning of the situation, they are less likely to report problems
with physical mobility.
Table 7
Bivariate Tests of Association and Difference of Demographic Characteristics
by Stressors, Coping Resources, and Health AoHles
Sex

Age Reside Part Scion Wife Daugh• Hus
ner
ter
band

Son

0.64 -0.05

SOC

- 1.01

.19* 0.94 -0.35

0.60

0.21 -0.61

PD

0.11

.01 -0.85

0.11

0.00

ADL

-1.60

.09 -1.65 -1.72

1.78 -0.45

1.70 -2.06* 0.08

DepIE

-0.30

.07 -0.56 -2.13* 0.82 -1.92

1.20 -0.67 -0.84

Coping

-0.24

Support

0.69

.13 -0.75 -0.81

0.58 -0.83

0.48 -0.23

0.23

NHPEM

0.19

-.11 -0.37 -0.82

0.41 -0.40

0.24 -0.60

0.40

NHPSO

-0.21

-.02 -1.29 -0.57

0.69 -0.59

0.79 -0.11 -0.22

NHPSL

1.48

NHPEN

-.01

0.58

0.73

0.40

2.46* -2.38* 2.14* -1.72

0.10

0.84 -1.51

0.62 -1.82 -0.20 -0.20

1.95

-0.08

.18* -1.13 -3.04**1.93 -2.83** 1.65 -1.04

0.64

NHPPM

-0.04

.37**-1.23 -3.63** 3.04**-3.25** 2.50* -0.87

3.14*

NHPP

-0.82

.06

.13

0.25 -1.64

0.83

0.79 -1.28

0.51 -0.50

0.75 -1.05 -0.56

* p < .05
**p < .01
Note. Bivariate associations involving Age are based on Pearson correlation
coefficients. Bivariate associations involving Patient Disability (PD), with the
exception of PD x Age, are based on the ch-square test. All other associations are
based on f-tests.
In order to determine whether the significant bivariate associations remained
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while controlling for relevant variables, or were valid or spurious, multiple
regressions and partial correlations were carried out. First, it was determined that
the association between Deprivation of Intimate Exchange (D) and Partner (?) is
actually due to their common association with Activities of Daily Living (A).
Partialling for ADL, the association between these two variables becomes
nonsignificant (r^p^ = .15, /? = .09).

Second, through a multiple regression

procedure, where Partner and Scion predicted to Coping, controlling for caregiver
age, the association between Partner and Coping remained significant {b = -.38, p
= .001), and the association between Scion and Coping became nonsignificant (p =
.34).

In a second regression procedure, controlling for caregiver age, it was

determined that the association between Wife caregivers and Coping is significant Q>
- -.19,;? = .03).
The second group of associations of interest are those involving the Energy
(E) and Physical Mobility (M) profiles. A series of correlations were carried out
between these profiles and the caregiver relation variables partialling for caregiver
age (A). It is highly plausible that some of these bivariate associations are spurious,
since age is significantly related to the two profiles as well as to the caregiver relation
variables of Partner (P), Scion (S), Wife (W), Daughter (D), and Son (N) (rs = .67,
-.61, .31, -.55, and -.51 respectively). The results of the partial correlations for
Energy indicate that both associations are valid: (a) Partner

= .22, ;? = .01,

and (b) Wife (r^^A = 20, p = .02). The results of the partial correlations for
Physical Mobility (M) indicate that only the association between Wife and the health
profile (Physical Mobility) is valid

( r^ M

A

=

.25, p

=

.005). The four remaining

associations are spurious: (1) Partner (fp^^ = .12,;? = .17), (2) Scion (/-gw^ = .05,;? = .56), (3) Daughter (roMA = -.01, ;? = .89), and (4) Son (r^MA = -.07,;?
= .41).
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These results show us that sex of the caregiver and caregiver relation to the
patient interact to produce significant associations with Coping and two of the six
health profiles. Having the status of Wife of the care recipient results in significantly
greater perceived health problems in the areas of energy level and physical mobility.
These results are in contrast to those rqwrting that adult daughters experience more
burden and negative health outcome than any other caregiver status (Cantor, 1983;
CircireUi, 1981; Horowitz, 1985a; Johnson, 1983; Robinson & Thumher, 1979;
Young & Kahana, 1989). In subsequent multivariate analyses, where Energy and
Physical Mobility are the outcomes, caregiver age and relation to the patient (where
1 = wife and 0 = other relations) will be included as independent variables in the
equations.
Table 8 presents the results of a series of /-tests comparing caregiver group
by the various stressor and psychosocial variables. Three statistically significant
differences are shown. Higher stressor levels, as indicated by significant group
differences with regard to Activities of Daily Living (ADL) and Deprivation of
Intimate Exchange (DepIE), have been previously discussed for three caregiver
subgroups. It was expected that these differences would remain significant when the
dementing and mixed groups were combined. And indeed, this is the case (ADL, /
= -4.965, p ^ .01; DepIE, t = -4.518, p ^ .01). Group differences with regard
to the health profile Energy (/ = 2.145, p ^

.05), however, were unexpected.

Indeed, the direction of difference is counterintuitive as well as contradictory to the
two previously identified group differences.

The three items that compose the

Energy profile and their weights are: (1) I ’m tired all the time (43.3), (2) Everything
is an effort (37.0), and 3) I soon run out of energy (19.7). An inspection of the cell
frequencies of a cross tabulation procedure revealed that whereas only 25% {N= 14)
of caregivers to dementia patients said "yes" to one or more of the above three
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Energy profile items, 45% (iV = 32) of all caregivers to nondementing patients did
so.

Further cross-tabulation of the individual Energy items showed a greater

proportion of caregivers to nondementing patients saying "yes" on any one of the
individual items. Thus, none of the individual items stand out as the distinguishing
item. This unresolved issue will be explored further in the summary of the current
chapter.
Tables
Bivariate Tests of Difference for Psychosocial
Variables by Caregiver Group
Dementing
(V=55)
Mean

SD

Nondementing
(V=71)
Mean

SD

T-value

17.56

0.478

SOC

137.04

ADL

54.49

6.45

46.25

11.90

-4.965**

DepIE

7.11

2.94

4.99

2.13

-4.518**

Coping

10.73

2.78

11.14

2.92

0.805

Support

24.07

4.50

24.94

4.11

1.133

NHPEM

14.87

20.14

14.84

17.82

-0.009

NHPSO

12.30

16.88

13.63

20.24

0.391

NHPSL

25.32

32.95

21.06

27.22

-0.795

NHPEN

15.92

31.53

29.10

36.14

2.145*

NHPPM

10.70

13.69

11.08

17.35

0.136

NHPP

11.14

19.04

14.31

22.86

0.829

26.73 139.03

* - p < .05
* * - p < .001
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The second part of the Stage 1 analysis involves the assessment of the
associations between stressors, coping resources, and the health profiles. Table 9
presents the zero-order correlation coefficients for these associations. A number of
patterns stand out. First, Sense of Coherence is wealdy to moderately associated with
caregiver burden (DepIE), Coping, Support, and four of the six Nottingham profiles.
The directions of these associations are consistent with the salutogenic model.
Second, the objective stressor indicator of Patient Disability is unrelated to the NHPs
with the exception of a very weak association with the Energy profile (r = -.09, p
^ .05). These results also support a salutogenic model. That is, at least at the zeroorder level, there are no main pathogenic effects of the objective stressor on any of
the health profiles. Third, Patient Disability is moderately associated with DepIE.
Deprivation of Intimate Exchange, in turn, is associated with five of the six health
profiles. This is preliminary evidence that the effects of PD are indirect through the
subjective stressor of DepIE. Fourth, Coping and Support are largely unrelated to
the NHPs with the exception of Emotional Reactions and Social Isolation. And fifth,
the associations between the NHPs are mostly moderate in strength. While it is
likely that the NHP scales could be reduced to a smaller number of measures, with
greater independency among measures, there remains enough uniqueness between
them to justify analyses of the dimensions separately.
The small and nonsignificant associations between Patient Disability (PD) and
the intervening variables of Coping and Support, as well as the similar associations
between PD and the Nottingham Health Profiles, allow us to reject the Additive
Effects Buffering Model (Figure 4) as representative of the data. Since there is no
evidence in this data that the presence of dementia in the care recipient mobilizes
coping resources to a significantly greater degree than when the care recipient does
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Pearson Product-Moment Correlation Matrix of Psychosocial Variables
for Total Sample
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PD
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CD

8

SOC

1.00

5
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3

PD

-.05

i3

DepIE

-.28**

CD

Coping

.22*

-.07

-.05

1.00

C
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Support

.21*

-.10

-.04

.03

NHPEM

-.55**

.00

NHPSO

-.04

NHPSL

-.40**
- 31**

NHPEN

O

NHPPM

&

NHPP

o

* - /> < .05
** - p < .01
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O
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1.00
.39** 1.00

.36** -.22*
-.17

1.00
-.23** 1.00
-.22*

.45** 1.00

.27** -.07

-.10

.47**

.16

- 32** -.09*

.24** -.10

-.02

.50**

.50**

.38** 1,00

-.01

-.01

.20*

-.02

-.00

.19*

.32**

.27**

.51** 1.00

.06

-.07

.18*

.05

.02

.15

.25**

.16

.44**

.07

.17

1.00

.54**

1.00

CD

(/)
œ
o'
3
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not have a chronic dementing disorder, there can be no additive stress buffering
effects, or suppressing influences, of the intervening variables.
In Tables 10 and 11 are presented the zero-order correlation coefficients within
caregiver subgroups. In Table 10 are the coefficients for caregivers to dementing
care recipients, while in Table 11 are the coefficients for caregivers to nondementing
care recipients. Two noteworthy patterns are apparent from the tables. First, the
associations between Deprivation of Intimate Exchange and five of the health profiles
are stronger for the nondementing group.

The level of significance of these

differences will be tested using product term analysis. Second, Coping appears to be
a more efficacious coping resource for caregivers to dementing persons. Where three
of the associations between Coping and the Nottingham Health Profiles are weakly
to moderately significant among the dementing group, none of the associations are
significant for the nondementing group. The level of significance of these differences
will also be tested using product term analysis.
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Table 10
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Pearson Product-Moment Correlation Matrix of Psychosocial Variables
for Caregivers to Dementing Patients
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NHPEM
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1.00

NHPSL

-.37**

.36**

-.13
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.63**

.08

NHPEN

-.43**

.30*
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.10

.57**

.45**
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NHPPM

-.20

.19

-.22

.11

.39**

.23
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Table 11
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Pearson Product-Moment Correlation Matrix, for Caregivers to
Nondementing Patients
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.07
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Stage 2: Path Analysis of Salutogenic and Pathogenic Effects
Table 12 presents the path coefficients, or direct effects shown in Figures 11
to 16, as well as the indirect (IE), and total effects (TE) in each of the models. First,
the direct effects of Sense of Coherence and Patient Disability on Deprivation of
Intimate Exchange (DepIE) are consistent with salutogenic and pathogenic processes,
respectively. The SOC has the effect of reducing the e]q)erience of caregiver burden
as measured by DepIE, while the presence of dementia in the care recipient has the
effect of increasing that burden. Based on these findings we can retain hypotheses
2 and 8: (a) Caregiver burden, as measured by interpersonal loss (Deprivations of
Intimate Exchange), will be greater for caregivers to persons with a chronic
dementing disorder; (b) Persons with a strong sense of coherence will be less likely
to experience caregiver burden than persons with weak sense of coherence. The
direct effects of SOC on the health profiles are also consistent with a salutogenic
model. In each of the four profiles (Emotional Reactions, Social Isolation, Sleep,
and Energy) where the direct effect is significant (Figures 11 to 14), S(X) reduces
the experience of perceived negative health.

This is evidence in support of

hypothesis 7: Sense of coherence will have a salutogenic effect on health status. The
nonsignificant direct effects of SCX] on Physical Mobility and Pain are not
unexpected. These profiles indicate problems with physical health. Examples of
items from each of the two measures are: (a) I have trouble getting up and down
stairs or steps, and (b) I have pain at night. The SOC also has significant indirect
effects (IE) through DepIE on the outcome in four of the six profiles (Emotional
Reactions, Sleq), Energy, and Pain). In each case, the indirect effect increases the
total salutogenic effect of SOC.
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Direct (DE), Indirect (IE), and Total Effects (TE) of Salutogenic and Pathogenic
Effects Expressed as Standardized Coefficients (N = 126)
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The nonsignificant direct effects of Patient Disability (PD) on five of the six
profiles presented in Table 12 are also consistent with a salutogenic model. Yet, the
indirect effects of PD through DepIE for the health profiles of Emotional Reactions,
Sleep, Energy, and Pain do indicate pathogenic processes. So do the significant
direct effects of DepIE in each of these same models.

These results support

hypotheses 3 and 4: (a) Patient disability will have a pathogenic effect on health
status, and (b) Caregiver burden will have a pathogenic effect on health status. The
one anomaly in the results presented in Table 12 is the indication of a direct
salutogenic effect of the presence of dementia in the care recipient on caregivers’
experience of energy deficits. The path model for NHP Energy is shown in Figure
14. An earlier attempt at explaining the bivariate relationship between PD and
Energy with frequency of responses to the specific items that compose the profile
failed to identify any one of those items as the anomaly.

This seemingly

contradictory finding will be more thoroughly addressed in the discussion section.

SOC
:DeplE,

.28

NHPEM

.38

PD

Legend.

SOC = Sense of Coherence, PD = Patient Disability, DepIE =
Deprivation of Intimate Exchange, NHPEM = Emotional Reactions

Figure 11. Path Analysis of Salutogenic and Pathogenic Effects for Emotional
Reactions.
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SOC
DepIE,

.10

N HPSO

.38

PD

Legend.

-.09

SOC = Sense of Coherence, PD = Patient Disability, DepIE =
Dq)iivation of Intimate Exchange, NHPSO = Social Isolation

Figure 12. Path Analysis of Salutogenic and Pathogenic Effects for Social Isolation.

SOC
DepIE

NHPSL

.38 ‘i

-. 02

Legend.

SOC = Sense of Coherence, PD = Patient Disability, DepIE =
Deprivation of Intimate Exchange, NHPSL = Sleep

Figure 13. Path Analysis of Salutogenic and Pathogenic Effects for Sleep.
Caregiver age is positively related to the experience of energy deficits and
physical mobility problems (Figures 14 & 15). For both cases, the older one is the
more likely one will experience problems in these areas.

These results support

hypothesis 5: Caregiver age will be positively associated with perceived physical
health problems.
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Wife

75*

. 31"

. 19»

toc

. 18*

DepIE _ £ 1

Legend.

NHPEN

SOC = Sense of Coherence, PD = Patient Disability, DepIE =
Deprivation of Intimate Exchange, NHPEN = Energy

Figure 14. Path Analysis of Salutogenic and Pathogenic Effects for Energy.

.

. 19»

IOC

21 »

. 3 0 »'

-.02
.38 »*

Legend.

DepIE

.16

NHPPM

SOC = Sense of Coherence, PD = Patient Disability, DepIE =
Deprivation of Intimate Exchange, NHPPM = Physical Mobility

Figure 15. Path Analysis of Salutogenic and Pathogenic Effects for Physical
Mobility.
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79%

SO C

.13

DepIE
.30
-.18

Legend.

SOC = Sense of Coherence, PD = Patient Disability, DepIE =
Deprivation of Intimate Exchange, NHPP = Pain

Figure 16. Path Analysis of Salutogenic and Pathogenic Effects for Pain.
Wife caregivers appear to be more likely to experience energy deficits and
physical mobility problems than any other caregiver-patient status. This finding
provides support for hypothesis 6: Female caregivers will experience more burden
and negative health outcome than male caregivers. Finally, the endogenous variable
of Deprivations of Intimate Exchange had direct pathogenic effects in four (Figures
11,13,14 and 16) of the six models (Emotional Reactions, Sleq), Energy, and Pain).
These findings provide support for hypothesis 4:

Caregiver burden will have a

pathogenic effect on health status.
Stage 3: Testing of Interactive Effects Between the Exogenous Variables and DepIE
The results of the six hierarchial regression procedures testing for interaction
effects are presented in Table 13. The purpose of these analyses was to determine
whether statistically significant interaction exists between either of the two exogenous
variables of Sense of Coherence (SOC) and Patient Disability (PD) with Deprivation
of Intimate Exchange (DepIE), and whether support for the more complex three-way
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interaction (PD x SOC x DepIE) also exists. The two-way product terms are entered
into the equations in Step 3. Each of the first order terms are entered prior to Step
3.

The three-way product terms are entered in Step 4.

The results indicate

statistically significant interaction in four of the six models (Social Isolation, Energy,
Physical Mobility, and Pain)."
Table 13
Hierarchical Regression Analyses for Stress Buffering Effects
of Sense of Coherence and Stress Exacerbating Effects
of Patient Disability

b

Model
Emotional Reactions
Step 1
Sense of Coherence
Patient Disability

-0.90
1.93**

Step 3
SOC X PD

0.09

PD

X

X

DepIE

DepIE

Step 4
PD X SOC

X

DepIE

26.34**

.29
.35

.06

22.96**

-1.25

.35

.00

na

12.35**

0.04

.35

.00

na

10.59**

-0.04

Social Isolation
Step 1
Sense of Coherence

-0.34**

Patient Disability

-2.01

.15

0.68

.15

Step 2
DepIE

F
test

-0.45**

Step 2
DepIE

SOC

Partial
2f-Adj change F test

11.78**
.00

8.23**

Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.

84
Table 13-Continued

le Partial
Jf-Adj change F test*

test

-3.89**

.19

.04

5.95**

Step 4
PD X SOC X DepIE

-0.04

.19

.00

Sleep
Step 1
Sense of Coherence

-0.42**

b

Model
Step 3
SOCx PD
SOC X DepIE
PD

X

DepIE

*0.06
0.01

Patient Disability

3.42

.09

Step 2
DepIE

2.30*

.11

.02

Step 3
SOC X PD

0.09

na

5.13**

6.97**
6.41**

-0.04

SOC

X

PD

DepIE

2.07

.11

.00

na

3.49**

Step 4
PD X SOC X DepIE

-0.03

.10

-.01

na

2.98**

Energy
Step 1
Sense of Coherence

-0.57**

X

DepIE

9.55**

Patient Disability
Caregiver Age
Relation to Patient
Step 2
DepIE

-14.56**
0.52*
15.70*
3.01**

9.23**

.21
.25

.04

9.12**
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Table 13-Continued

b

Model
Step 3
SOC X PD

if
Partial
2f-Adj change F test*

F
test

6.74**

-0.02

SOC X DepIE

-0.03

PD

-5.63**

.27

.02

Step 4
PD X SOC X DepIE

-0.14

.27

.00

Physical Mobility
S t^ 1
Sense of Coherence

-0.05

X

DepIE

Patient Disability

6.42**
na

6.16**

-0.65

Caregiver Age

0.38**

Relation to Patient

9.36**

.17

Step 2
DepIE

0.95

.18

.01

Step 3
SOC X PD

-0.37**

7.30**
6.54**

SOC X DepIE

-0.02

PD

DepIE

-3.07*

.24

.06

4.69**

5.96**

Step 4
PD X SOC X DepIE

-0.20**

.32

.08

15.05**

7.61**

Pain
Step 1
Sense of Coherence

0.05

X

Patient Disability
Step 2
DepIE

-3.06
2.20**

0.54

.00
.05

.05

3.07*
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Table 13-Continued

Model
Step 3
SOC xPD
SOC
PD

X

J?
Partial
if-Adj change F test*

F
test

-3.32*

.07

.02

2.90*

2.55*

-0.30**

.17

.10

16.11**

4.76**

b

X

-0.35

DepIE

DepIE

Step 4
PD X SOC

X

DepIE

0.02

* ;? < .05
**p < .01
For the two models where significant interaction did not exist (Emotional
Reactions and Sleep), the corresponding path models presented in Figures 11 and 13
do not need to be modified. That is, the significant salutogenic and pathogenic
effects are additive (direct and indirect) only. For the models where interaction is
present, the corresponding path diagrams (Figures 12, 14, 15, and 16) need to be
modified to account for interaction among predictor variables.
In model Social Isolation, the increment in explained variance by the addition
of the PD

X

DepIE product term is from 15% to 19% and is significant according to

the partial F test (F (4,121) = 9.55, p ^ .01). The results of the path analysis for
this model (Figure 12) indicated no pathogenic effects of any kind. That is, the path
analysis tells us whether there are significant additive effects. The results of the
product term analysis presented in Table 13 tell us that the pathogenic effects are
interactive. The direction of the sign of the product term is negative. This tells us
that the presence of dementia in the care recipient reduces the pathogenic effects of
interpersonal loss (DepIE) on social relations (NHPSO). In other words, caregivers
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to dementia patients experience significantly fewer social isolation problems as a
result of deprivations of intimate exchange than caregivers to nondementing patients.
Figure 17 is a graphic depiction of this relationship. It shows that when the care
recipient has a chronic dementing disorder (PD=1), the slope of the relationship
between DepIE and NHPSO is significantly different from the slope when the care
recipient has a nondementing chronic disorder (PD=0).

NHP

(PD=0)
(PD=1)
D ep IE

Legend.

PD = Patient Disability, DepIE = Deprivation of Intimate Exchange,
NHPP = Pain

Figure 17. Graphical R^resentation of a Stress Buffering Effect of Patient Disability
on Deprivation of Intimate Exchange.
Model Energy is the second model in which the product term PD x DepIE is
significant. The addition of the product term increased explained variance from 25 %
to 27%.

The contribution of the product term to the prediction of NHPEN is

significant (partial F test (6,119) = 6.42, p ^ .01). The direction of the interaction
coefficient is also negative.

Persons caring for patients with chronic dementia

experience fewer energy deficits as a result of deprivations of intimate interpersonal
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exchange than caregivers caring for persons with nondementing chronic disorders.
Again, Figure 17 graphically depicts this interaction effect.
For models Physical Mobility and Pain, significant three-way interaction is
present. The increments in eq)lained variance in the two models when the product
terms are entered at Step 4 is 8 and 10 percent respectively. These contributions to
the prediction of the outcome variable are also significant (partial F tests (9,116) =
15.05, and (7,118) = 16.11 respectively, ps ^ .01). The direction of the effects
(negative) tell us that persons with a strong sense of coherence are significantly less
likely to perceive severe negative health in the areas of physical mobility and pain as
a result of Dq>IE when caring for someone with a chronic dementing disorder. In
other words, being faced with caring for a chronically ill dementing patient increases
the salutogenic effects of the sense of coherence in protecting the caregiver from the
potentially pathogenic consequences of deprivation in intimate interpersonal exchange.
These results support hypothesis 11 (Sense of coherence will have a greater effect on
health outcome for caregivers to dementia patients) with one important modification:
by moderating the pathogenic effects of DepIE.
Stage 4: Path Analysis of the Direct and Indirect Salutogenic Effects of SOC
The purpose of these analyses was to determine whether there is an indirect
component of the salutogenic effects of sense of coherence through the coping
resources of coping with the meaning of the situation (Coping) and perceived
emotional support (Support). The results of these analyses are presented in Figures
18 to 23. All the results are compiled in Table 14, which also includes the indirect
as well as total effects. The significant positive effects of SOC on Coping and Social
Support allow us to retain hypotheses 9 and 10: (a) Persons with strong sense of
coherence will be more likely to report receiving emotional support from others, and
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(b) Persons with strong sense of coherence will be more likely to report coping by
management of the meaning of the situation.

However, the nonsignificant path

coefficients between the mediating variables and all of the six Nottingham profiles
tell us that the effects of SOC are not mediated by these two coping resources. From
the bivariate associations presented in Table 9, we might have expected to find direct
salutogenic effects of Coping on Emotional Reactions, and direct salutogenic effects
of Support on Emotional Reactions and Social Isolation. However, when the effects
of SOC are controlled, there are no significant effects of Coping or Support on any
of the health profiles.

Coping

SOC

-.5 0 “

NHPEM
-.12

Support

Legend.

SOC = Sense of Coherence, NHPEM = Emotional Reactions

Figure 18. Path Analysis of Salutogenic Effects for Emotional Reactions.
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Coping
-.09

SOC

- . 35 “

NHPSO

S upport

96%

Legend,

SOC = Sense of Coherence, NHPSO = Social Isolation

Figure 19. Path Analysis of Salutogenic Effects for Social Isolation.

Coping
C.D1

SOC

NHPSL

S u p p o rt

2%

Legend.

SOC = Sense of Coherence, NHPSL = Sleep

Figure 20. Path Analysis of Salutogenic Effects for Sleep.
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Wile
. 31 "

Coping
SOI

NHPEN

Support,

,21 *
. 19 *

.

19*

CGAge

Legend.

SOC = Sense of Coherence, NHPEN = Energy

Figure 21. Path Analysis of Salutogenic Effects for Energy.

3%

.2 5 "

-.18
. 31 **

.2 2 *

Coping

-n-7
.

21 »

Support

: NHPPM
-.0 5

. 19»

CGAge

Legend.

SOC = Sense of Coherence, NHPPM = Physical Mobility

Figure 22. Path Analysis of Salutogenic Effects for Physical Mobility.
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Coping

SOC

NHPP

Sup po rt

Legend.

SOC = Sense of Coherence, NHPP = Pain.

Figure 23. Path Analysis of Salutogenic Effects for Pain.
Sense of coherence directly affects four of the six profiles (Emotional
Reactions, Social Isolation, Sleep, and Energy). There are minor indirect effects of
SOC through Coping and Support. There are no salutogenic effects, direct or
indirect, on problems associated with physical mobility or pain. Finally, both age
of the caregiver and being the wife of the care recipient have negative effects on the
Energy and Physical Mobility profiles.
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-
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-

-
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-
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Stage 5: Testing for Resource-Enhancing Effects of Patient Disability
Table 15 presents the results of product term analyses testing for the presence
of a resource-enhancing effect of Patient Disability on the salutogenic effects of
coping with the meaning of the situation and social support. That is, does caregiving
to a person suffering from a chronic dementing disorder significantly increase the
efficacy of the salutogenic effects of the coping resources? These results will tell us
whether there is support for a threshold effect of the nature of patient disability on
the salutogenic effects of the intervening, situation-specific coping resources. Only
in the model Pain is one of the product terms significant. In that equation the
Table 15
Hierarchical Regression Analyses Testing for Resource-Enhancing
Effects of Patient Disability and Sense of Coherence

Model
Emotional Reactions
Step 1
Sense of Coherence

b

-0.47**

Patient Disability

-0.90

Step 2
Coping

-0.74

Social Support

2?
F
2f-Adj change test

-0.56

Step 3
PD X Coping

-1.17

PD X Social Support

-0.20

SOC X Coping

0.02

SOC X Support

0.02

.29

26.34**

.30

.01

14.65**

.31

.01

8.18**
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Table 15--Continued

h

Model
Social Isolation
Step 1
Sense of Coherence
Patient Disability
Step 2
Coping

-0.34**
-2.01

-0.66

Step 3
PD X Coping

-1.54

PD

0.68

Social Support

SOC X Coping

0.04

SOC X Support

0.01

Sleep
Step 1
Sense of Coherence
Patient Disability
Step 2
Coping

11.78**

.16

.01

7.13**

.18

.02

4.40**

-0.42**
3.42

6.97**

.09

-0.03

Social Support

-0.24

Step 3
PD X Coping

-0.71

PD

-0.24

X

.15

-0.65

Social Support

X

/e
F
if-Adj change test

Social Support

SOC

X

Coping

-0.01

SOC

X

Support

0.00

Energy
Step 1
Sense of Coherence

.07

-.02

3.47**

.04

-.03

1.72

-0.57**
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Table 15~Continued

b

Model
Patient Disability
Caregiver Age

-14.57**
0.52*

Relation to Patient

15.70*

Step 2
Coping

-0.01

Social Support

-0.06

Stq> 3
PD X Coping

-1.48

PD

-0.36

X

Social Support

SOC X Coping

0.04

SOC X Support

-0.01

Physical Mobility
Step 1
Sense of Coherence
Patient Disability

9.23**

.20

-.02

6.06**

.18

-.02

3.75**

-0.65
0.38**

Relation to Patient

9.36**

.17

7.30**

0.23

Social Support

-0.18

Step 3
PD X Coping

-1.14

PD

-0.55

X

.21

-0.05

Caregiver Age

Step 2
Coping

if
F
jf-Adj change test

Social Support

SOC

X

Coping

0.04

SOC

X

Support

0.00

.16

-.01

4.90**

.18

.02

3.68**
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Table 15--Continued

b

Model
Pain
Step 1
Sense of Coherence
Patient Disability
Step 2
Coping

Step 3
PD X Coping
X

Social Support

SOC X Coping
SOC

X

R*
F
change test

0.05
-3.06

0.54

.00

0.27

Social Support

PD

If-Adj

Support

0.03

.00

.00

0.30

.04

.04

1.65

-3.19*
-1.40
0.04
-0.01

* p < .Q5
**p < .01
addition of the product term contributes all of the explained variance (4%) in the
model. However, while the product term coefficient is itself significant (p < .01),
the overall equation is not (F = 1.818, p = .10). Thus, from Table 15 we can
conclude that there are no significant threshold effects of Patient Disability on the
salutogenic effects of coping with the meaning of the situation or perceptions of
emotional support. Thus, we can reject hypotheses 12 and 13: (a) Emotional support
will have a greater effect on health outcome for caregivers to nondementing patients,
and (b) Coping by management of the meaning of the situation will have a greater
effect on health outcome for caregivers to nondementing patients.
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Reduced Sample Analysis
The statistical procedures carried out in each of the stages were repeated for
the sample not including caregivers to persons with diagnoses of both chronic
dementing and nondementing disorders (N = 116). The intention of these analyses
was to "control" for any apparent interaction effect of caring for someone with such
a dual diagnosis. A comparison of the two sets of statistics revealed two differences
not attributable to the loss of power that resulted from deleting 10 cases from the
sample.

In the path analyses estimating parameters for both salutogenic and

pathogenic effects in models Emotional Reactions and Pain (see Table 11), the direct
effect of Patient Disability (PD) becomes significant. For Emotional Reactions, the
standardized coefficient is increased from -.13 to -.17 (p = -.048). For Pain, the
standardized coefficient is increased from -.18 to -.23 (p = .030). The direction of
these effects is consistent with the direction of the significant effect of PD in the
model Energy (|3 = -.30) for the full sample. The results of the reduced sample (N
= 116) analyses, thus, seem to rule out the possibility that these effects are due to
some statistical anomaly or fluke.
What could then explmn the finding that the presence of dementia in the care
recipient is directly related to significantly less perceived negative health on the part
of caregivers in three of the six models? There are three explanations that can be
tested in the current data. First, a more fine grain analysis within the group of
caregivers to dementia patients is possible by looking at measures of memory and
behavior disturbances.

If these dementia-specific problems are associated with

decreased perceived health problems, then the initial interpretation of a direct
salutogenic effect of chronic dementia in the patient is supported. If significant
associations do not exist then the argument for a direct salutogenic effect is
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questionnable. Correlation coefficients between two measures of dementia-q)ecific
memory and behavior disturbances," with Emotional Reactions, Energy, and Pain
were conducted within the subgroup of caregivers to persons with a diagnosis of
dementia. While four of the six correlations were in the direction (negative) that
would suggest a salutogenic effect of patient pathology on perceived health status, the
magnitudes of the associations were not statistically different from zero (ps > .05).
Thus, there is no support in these more sensitive measures for a direct salutogenic
effect of dementia on self-perceived negative health.
A second plausible explanation for these effects is that there is a social
selection process of persons into the role of caring for someone with a dementing
disorder. The logic of this argument would be that more burdensome caregiving
situations require more robust persons. Therefore, it isn’t the effect of the patient’s
condition but rather a stronger person to begin with. Tables 1 and 2 provide little
evidence in support of this explanation. While caregivers to dementing patients have
slightly higher eduction and income-meaning putatively higher generalized resistence
resources, the differences are far from statistically significant. A more direct test of
differences in personality strength is a comparison of the mean values of sense of
coherence across caregiver subgroups. Presented earlier were the results of a r-test
of difference between the two groups of caregivers (Table 8). The differences were
not significant (r = 0.478, p > .05). An analysis of variance (ANOVA) was also
conducted on the three groups of caregivers. The mean values of sense of coherence
for the three groups are: (1) dementing (N = 45) 135.78, (2) nondementing (N =
71) 139.03, and (3) both {N = 10) 142.70. The results of the ANOVA procedure
were not significant (F (2,123) = 0.53, p = .590). Thus, there is no support in the
data for a social selection process of stronger persons into the role of caregiver to a
person suffering from dementia.
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A third plausible explanation is that self-perceived health status is in-part
relative to the level of health of other persons in one’s social environment. The more
severe the pathology in others, the less severe one’s own problems appear to be. If
indeed such a dynamic were present in this group of caregivers, it could be indicated
by positive associations between the measure of patient functional impairment
(Activities of Daily living-ADL) and perceived negative health. An analysis of the
bivariate associations between ADL and the Nottingham profiles indicated no support
for the presence of such a dynamic.
A fourth and final explanation is that there is some other covariate of patient
disability, which is not being measured in the present study, and which has greater
salutogenic effects for caregivers to dementia sufferers. When the care recipient has
both dementing and nondementing disorders those effects are not as great. But there
are no other potential covariates measured in the current study that could be
statistically analyzed. There is simply no way to unequivocally resolve the issue of
why there appears to be a salutogenic effect of patient disability on health status. Of
the three explanations tested in the data, however, the author feels that the relative
health hypothesis is the most plausible. I will return to this problem in the next
chapter.
Verification of Interaction Effects
In order to be certain that the findings of statistically significant interaction in
four of the six models were not due to a statistical fluke, but indeed represent true
interaction among variables, separate parameter estimates of the relationship between
predictor variable and perceived health status were calculated for the respective
subgroups. For the two-way interactions in models Social Isolation and Energy,
separate parameter estimates for the DepIE-NHP effect were calculated and compared
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for the two caregiver subgroups. The differences in the coefficients clearly indicate
that the two-way interactions in those two models are statistically valid. That is, the
differences in the magnitudes of the parameter estimates between the two caregiver
groups are consistent with the interpretation that the presence of dementia in the care
recipient is related to significantly smaller pathogenic effects of Deprivations of
Intimate Exchange.
Assessment of the three-way interactions in models Physical Mobility and Pain
were carried out in a three-step process. First, the sample was divided into the two
caregiver subgroups (dementing and nondementing). Second, further subgrouping
was carried out according to values on the sense of coherence scale. Within each of
the two caregiver subgroups, caregivers were divided into five levels of Sense of
Coherence (SOC). Each of the five levels contained approximately 20 percent of the
caregivers in that subgroup. For example, the 20 percent (N = 11) of the dementia
caregiver group with the lowest values on the SOC measure were put into the "Low"
SOC group for caregivers to dementing patients.

The "Stong" SOC subgroup

contained the 20 percent (N = 11) with the highest values on the SOC measure.
Thus, for each of the two health status variables of interest (Physical Mobility and
Pain), there were five groups divided according to strength of SOC among caregivers
to dementia patients, and five more groups divided according to strength of SOC
among caregivers to nondementing patients. Parameter estimates were calculated for
the effects of Deprivation of Intimate Exchange (DepIE) on the Nottingham profiles
for each level of SOC within each of the caregiver subgroups. The differences in the
parameter estimates were consistent with the interpretation of three-way interaction.
When the care recipient has a chronic dementing disorder, persons with strong SOC
are less affected by deprivations of intimate exchange than are persons with weak
SOC.
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Assessing Similarity and Difference Among Predictive Models
Three broad statements can be made about the results of the data analysis
presented thus far. First, the salutogenic effects of sense of coherence were not
mediated by the coping resource dimensions of coping with the meaning of the
situation or perceived expressive social support.

Nor were there any resource-

enhancing effects of patient disability on these resources in any of the models. Thus,
the models presented in Figures 18-23 are only useful in what they show to not exist.
Second, dimensions of perceived health are distinguishable by the salutogenic and
pathogenic processes that accompany them.

Three models of the stress-health

relationship are distinguishable according to the highest level of variable effects: (1)
additive effects only (Emotional Reactions and Sleep), (2) additive and two-way
interaction effects (Social Isolation and Energy), and (3) additive and three-way
interaction effects (Physical Mobility and Pain). These relationships can be described
in terms of: (a) the Independent Effects Model (Figure 1), (b) Subjective Stress as
Intervening Variable Model (Figure 3), (c) the Interactive Effect Resource-Enhancing
Model (Figure 6), and (d) a modification of the Interactive Stress-Exacerbating Model
(Figure 7).

Because the effect of dementia in the care recipient reduces the

pathogenic effect of Deprivation of Intimate Exchange (DepIE) rather than
exacerbating it, the valence of the effect of Patient Disability (PD) in Figure 7 must
be changed to negative. Thus, rather than a stress-exacerbating effect there is a
stress-reducing effect of PD.

The additive effects only models are completely

described by a and 6 (not including the error terms).

Models with two-way

interaction are described by a, b, and ^modified (not including the error terms).
And models with three-way interaction are described by a, b, and a combination of
c and «/-modified (not including the error terms). Finally, further grouping of models
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can be made according to those with and without demographic components. Only
models Energy and Physical Mobility contain significant demographic predictors.
Can the similarities and differences among the six perceived health status
models be eq)lained? Are different health statuses really measuring the same thing?
If so, are the models predicting those perceived statuses also similar? One clear
difference among the Nottingham profiles is between indicators of physical health
versus indicators of mental health. The measures concerning physical mobility and
pain are clearly getting at problems of physical health. The measures concerning
emotional reactions and social isolation are clearly getting at problems with mental
health.

To no surprise, the strongest direct effects of sense of coherence on

perceived health are in models Emotional Reactions (j3 = -.47) and Social Isolation
(18 = -.37), while the weakest effects are in models Physical Mobility 03 = -.02) and
Pain 03 = .13). Problems regarding amount of energy and sleep are less certain.
They could be indicating changes in physical health, emotional disturbances, or, at
least for caregivers to persons with certain types of chronic dementing disorders,
directly related to the condition of the patient.
Principal components factor analyses with orthogonal rotation (varimax) were
carried out on the Nottingham Health Profile items in order to assess whether or not
profiles with similar predictive models were indicators of the same dimension.
Principal components analyses with 2, 3, 4, 5 and 6 factors were examined. A
comparison of the five models show that both the three and four factor solutions are
superior to the other three in terms of theory, parsimony, predictive ability, and a
scree plot.
In the 2-factor model (Table 16), all items indicating problems with energy,
physical mobility, and pain, with loadings of .35 or greater, loaded on Factor 1. All
items indicating problems with emotional reactions, social isolation, and sleep, with
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Table 16
Rotated (Varimax) Principal Components Factor Structure of the
Nottingham Health Profile Items: A 2-Factor Model
Factor
1

2

PS-Standing

.78

.08

PM5-Reaching for Things

.68

.06

PM4-Up and Down Stairs

.68

.25

P4-Walking

.67

.10

P7-Up and Down Stairs

.65

.25

PM7-Standing for Long Time

.64

.10

PM2-Bending

.64

.08

PMS-Walking Outside

.61

-.15

EN2-Everything is an Effort

.57

.29

P3-Changing Positions

.56

-.08

EN3-Soon Run Out of Energy

.56

.45

P6-I am in Constant Pain

.54

-.24

Pl-At Night

.48

.05

PM6-Dressing Myself

.48

-.06

ENl-I’m Tired All the Time

.44

.44

S02-Difficulty Making Contact

.42

.10

P8-Sitting

.40

.07

P2-Unbearble Pain

.35

.15

S04-1 am a Burden to People

.33

.11

PM l-I Can Only Walk Indoors

.31

.09

Item
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Table 16-Continued
Factor
Item

1

2

S03-I am Close to Nobody

.24

.10

EM6-Loosing Control

.05

.69

SL5-Badly at Night

.01

.65

SL4-Getting to Sleep

.01

.64

EM7-Worry Keeps Me Awake

.08

.61

EMl-Things Get Me Down

.12

.60

SL3-Lie Awake at Night

.00

.56

SL2-Wake Up at Early Hours

.18

.55

SLl-Take Sleeping Pills

.30

.53

EM9-Wake Up Depressed

.27

.51

-.05

.47

SOl-Feel Lonely

.01

.46

EM5-Loose Temper Easily

.01

.42

EM4-Days Seem to Drag

.04

.39

EM3-Feel On Edge

.13

.38

S05-Difficult Getting Along

.21

.33

EM2-Don’t Enjoy Myself

.06

.31

7.79

3.81

EM8-Life’s Not Worth Living

Eigenvalue

Note. EM = Emotional Reactions; SO = Social Isolation; SL = Sleep; EN
Energy; PM = Physical Mobility; P = Pain.
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loadings of .35 or greater, loaded on Factor 2 (with the excq)tion of one of the social
isolation items). The Energy items (ENl, EN2, and EN3) are the one group of items
with substantial loadings on both factors. The results of the 2-factor analysis indicate
the presence of two major underlying dimensions of health; (1) physical health
problems, and (2) psychological or emotional health problems.
The 3-factor model (Table 17) indicates the presence of a third dimension:
problems related to sleep. Each of the five items indicating sleq> problems loads on
Factor 2. Only one non-sleep indicator clearly loads only on this factor. The one
other noteworthy difference between the 2- and 3-factor models is that one of the
energy items (ENl) loads highest on the emotional health factor. The small inter
factor correlations (rs = .18 to .27) indicate high uniqueness among factors.
Table 17
Rotated (Varimax) Principal Components Factor Structure of the
Nottingham Health Profile Items: A 3-Factor Model
Factor
Item

1

2

3

P5-Standing

.78

.07

.10

PM4-Up and Down Stairs

.70

.32

.03

PMS-Reaching for Things

.70

.11

.00

P7-Up and Down Stairs

.66

.31

.04

P4-Walldng

.66

.17

.12

PM7-Standing for Long Time

.66

.16

.01

PM2-Bending

.64

.09

.06

P3-Changing Positions

.58

-.02

-.06
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Table 17-Contmued
Factor
1

2

3

PM8-Walking Outside

.57

-.30

.21

P6-I am in Constant Pain

.54

-.22

-.06

EN2-Everything is an Effort

.54

.14

.34

EN3-Soon Run Out of Energy

.53

.31

.38

Pl-At Night

.50

.11

-.02

PM6-Dressing Myself

.45

-.17

.16

P8-Sitting

.40

.05

.09

P2-Unbearable Pain

.36

.17

.04

S04-I am a Burden to People

.30

-.01

.22

SL5-Badly at Night

.05

.80

.01

SL4-Getting to Sleep

.03

.71

.11

EM7-Worry Keeps Me Awake

.10

.68

.11

SL3-Lie Awake at Night

.02

.61

.11

SL2-Wake Up at Early Hours

.19

.60

.12

SLl-Take Sleeping Pills

.31

.56

.15

EM6-Loosing Control

.01

.52

.47

EM4-Days Seem to Drag

.01

.29

.27

ENl-I’m Tired All the Time

.36

.12

.62

-.08

.12

.61

.20

.23

.56

-.12

.18

.54

Item

SOl-Feel Lonely
EM9-Wake Up Depressed
EM8-Life’s Not Worth Living
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Table 17-Contmued
Factor
Item

1

2

3

EMl-Things Get Me Down

.06

.36

.53

S03-I am Close to Nobody

.15

-.24

.53

-.01

.02

.49

S05-Difficult Getting Along

.15

.06

.49

EM3-Feel On Edge

.08

.16

.45

S02-Difficulty Making Contact

.36

-.12

.37

-.03

.27

.34

.26

-.09

.29

7.79

3.81

2.39

EM2-Don’t Enjoy Myself

EM5-Loose Temper Easily
PMl-I Can Only Walk Indoors
Eigenvalue

Note. EM = Emotional Reactions; SO = Social Isolation; SL = Sleep; EN =
Energy; PM = Physical Mobility; P = Pain.
The noteworthy difference in the 4-factor model (Table 18) is that five of the
8 pain items separate out from Factor 1. One of the three pain items remaining with
the original physical health factor has a near to zero loading on the pain factor (-.02).
That particular pain item, (P7) "Fm in pain when going up and down stairs or steps,"
as well the other two pain items with highest loadings on Factor 1 (P4 "Fm in pain
when I walk", and P5 "Fm in pain when Fm standing"), are clearly tapping into pain
associated with physical mobility! A four factor model increases explained variance
among items from 36.8% to 42.2%. The inter-factor correlations remain small: rs
= -.07 to .28.
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Table 18
Rotated (Varimax) Principal Components Factor Structure of the
Nottingham Health Profile Items: A 4-Factor Model
Factor
Item

1

2

3

4

PM4-Up and Down Stairs

.83

.22

.03

-.03

P7-Up and Down Stairs

.79

.22

.05

-.02

PM5-Reaching for Things

.76

.02

.01

.07

P5-Standing

.68

.04

.10

.38

PM7-Standing for Long Time

.66

.10

.01

.18

PM2-Bending

.63

.04

.06

.19

P4-Walldng

.62

.03

.13

.24

EN3-Soon Run Out of Energy

.56

.27

.38

.10

EN2-Everything is an Effort

.53

.11

.34

.16

PM8-Walldng Outside

.48

-.33

.21

.29

PM6-Dressing Myself

.34

-.18

.17

.29

SLS-Badly at Night

.05

.82

.00

.09

EM7-Worry Keeps Me Awake

.05

.71

.09

.16

SL4-Getting to Sleep

.12

.70

.10

-.09

-.02

.64

.09

.12

SL2-Wake Up at Early Hours

.23

.59

.11

.04

EM6-Loosing Control

.03

.53

.46

.00

SLl-Take Sleqjing Pills

.46

.50

.15

-.14

-.17

.34

.33

.27

ENl-I’m Tired All the Time

.29

.13

.62

.24

SOl-Feel Lonely

.02

.11

.61

-.17

SL3-Lie Awake at Night

EM5-Loose Temper Easily
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Table 18-Continued
Factor
1

2

3

4

EM9-Wake Up Depressed

.19

.24

.55

.11

EM8-Life’s Not Worth Living

.00

.16

.54

-.23

S03-I am Close to Nobody

.09

-.23

.53

.13

EMl-Things Get Me Down

.16

.34

.53

-.13

-.01

.03

.49

-.02

.10

.08

.49

.13

-.06

.21

.44

.29

S02-Difficulty Making Contact

.28

-.12

.37

.23

PM l-I Can Only Walk Indoors

.27

-.11

.29

.04

P8-Sitting

.08

.13

.08

.68

P6-I am in Constant Pain

.24

-.16

-.06

.67

Pl-At Night

.22

.17

-.03

.65

P3-Changing Positions

.39

.00

-.07

.49

S04-I am a Burden to People

.11

.04

.22

.42

P2-Unbearable Pain

.20

.21

.03

.39

EM4-Days Seem to Drag

.20

.23

.27

-.31

7.79

3.81

2.39

2.06

Item

EM2-Don’t Enjoy Myself
S05-Difficult Getting Along
EM3-Feel On Edge

Eigenvalue

Note. EM = Emotional Reactions; SO = Social Isolation; SL = Sleep; EN =
Energy; PM = Physical Mobility; P = Pain.
The results of these principal components analyses show that the Nottingham
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items are indicators of four dimensions-two physical health dimensions (Factors 1
and 4), and two mental health dimensions (Factors 2 and 3), In the three factor
model, physical health is indicated by problems associated with energy level, physical
mobility, and pain. With a four factor model it is clear that physical problems
associated with pain are distinct from physical mobility and energy problems.
Problems associated with energy, however, also reflect emotional health concerns.
The dimension of mental health is indicated by items composing the Nottingham
measures of Emotional Reactions, Social Isolation, and one of the Energy items
(ENl). Finally, problems associated with sleep, while loading on the emotional
health factor in Table 16, are apparently indicators of a unique dimension, as
demonstrated in the three and four factor models (Tables 17 and 18), and therefore
must be considered as a distinct dimension of mental health problems.
Returning to the question that prompted these principal components factor
analyses:

Can the similarities and differences among the six health models be

explained by examining the dimensions underlying the Nottingham Health Profile
items?

In great part, yes.

First, three of the four models (Energy, Physical

Mobility, and Pain) with statistically significant interaction among variable are
predicting to perceived physical health problems. Second, the two models (Energy
and Physical Mobility) with significant effects of caregiver age and relation of the
caregiver to the patient are clearly predicting to the same underlying dimension as is
apparent from comparing the changes from the 3-factor model to the 4-factor model
(although there appears to be a significant emotional health component to the Energy
items). And third, the items composing the outcome variables in the two models with
the strongest direct salutogenic effects of Sense of Coherence (Emotional Reactions
and Social Isolation) load on the same factor.

These factor analyses of the

Nottingham items do indeed converge with the results of the path and product term
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analyses. The grouping of perceived health outcomes according to similarities of
predictive models are highly similar to the grouping of items in the principal
components factor analyses. In the next chapter, further discussion will be addressed
to this issue.
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CHAPTER V
DISCUSSION
The results indicate that while most relationships between predictors and
outcome variables are consistent across caregiver groups as determined by patient
diagnosis, important differences do exist. The pattern of similarity and difference
among predictive models is highly consistent with the pattern of factor loadings in the
principal components factor analyses of the Nottingham Health Profile items. In the
present chapter, a thorough discussion of the models suggested by the data and their
theoretical relevance will be developed. But first it is necessary to review the
findings from the previous two chapters.
Examination of the bivariate group differences revealed that none of the
demographic variables were statistically significant across caregiver subgroups.
Thus, we can rule out that certain kinds of persons with certain kinds of resources
or statuses are more likely to be selected into, for example, the role of caring for
someone with a dementing disorder as opposed to caring for someone with a
nondementing disorder. Additionally, we found no significant differences of care
recipient demographic characteristics across the nature of patient disability. Again,
we can rule out any systematic relationship between pathology of the patient and
other patient characteristics.
Bivariate analysis of the psychosocial variables across caregiver groups did,
however, result in some significant differences. Caregivers to persons with dementia
reported significantly higher levels of patient functional impairment and deprivation
of intimate interpersonal exchange.

There were no differences by sense of
114
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coherence, coping with the meaning of the situation, or perceived expressive support.
There was only one caregiver group difference regarding the outcome measures of
perceived negative health. The difference was for problems related to energy level
(t = 2.145, p ^ .05). The direction of difference, however, was inconsistent with
the hypothesized pathogenic effect. Attempts to explain the direction by further
examination of the data were unsuccessful.
The underlying thesis of this dissertation is that the two different caregiving
contexts are substantively different in both a quantitative and qualitative sense. The
results of the bivariate analysis of both demographic characteristics and psychosocial
variables by patient disability rule out systematic caregiver or care recipient
differences other than those related to the nature of patient pathology. Thus, those
differences that do exist between caregiver groups can be attributed to how the
patient’s condition affects the caregiving situation. Next, I will briefly review the
results with regard to the hypotheses listed at the end of chapter one.
It has been demonstrated that the demands of caring for an elderly person with
a chronic dementing disorder are significantly greater with regard to the functional
incapacity of the patient (Activities of Daily Living) and the degree of experienced
interpersonal loss (Deprivation of Intimate Exchange).

But although caregiving

demands are greater among dementia caregivers, there is no evidence of a direct
pathogenic effect of dementia on the self-perceived health of the caregiver. In fact,
for self-perceived problems with emotions, energy, and pain, the presence of
dementia is related to Igss negative health in the reduced sample models! Patient
disability does, however, contribute to negative outcome indirectly through
deprivation of intimate exchange in four models (Emotional Reactions, Sleep,
Energy, and Pain).

In those same models deprivation of intimate exchange, of

course, have direct pathogenic effects.

Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.

116
The demographic characteristics of caregiver age and relationship of the
caregiver to the patient also made significant contributions.

Caregiver age had

significant direct pathogenic effects in two of the three models where physical health
was the outcome (Energy and Physical Mobility).

Being the wife of the care

recipient had a significant direct pathogenic effect on problems associated with
physical mobility.
Sense of coherence (SOC) had direct salutogenic effects on health status in
models Emotional Reactions, Social Isolation, Sleep, and Energy. SOC also reduced
the experience of deprivation of intimate exchange. Persons with strong SOC were
also more likely to report receiving emotional support from others and to cope via
management of the meaning of the situation. However, the effects of SOC were not
mediated by these endogenous coping resources.
Finally, there was evidence in support of a threshold effect of patient disability
on effectiveness of coping resources. In models Physical Mobility and Pain, sense
of coherence had a greater salutogenic, or stress buffering, effect on the caregiver
burden-NHP effect when the care recipient had a chronic dementing disorder. There
were no threshold effects of patient pathology on emotional support or coping with
the meaning of the situation.
These results demonstrate that salutogenic processes play a more prominent
role in predicting to perceived negative health status than do pathogenic processes.
This is clear by looking at both contributions to explained variance and the types of
significant interactions.

In four of the six models (Emotional Reactions, Social

Isolation, Sleep, and Energy) (Tables 12 and 14), sense of coherence contributes most
of the total effects.

Additional salutogenic components are indicated by the

interaction effects present in four of the six models (Social Isolation, Emotional
Reactions, Physical Mobility, and Pain) (Table 13). These interaction effects support
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the hypothesis that persons’ adaptability to a stressor is related to the amount of
exposure to that stressor and, that at least for clearly physical health problems, sense
of coherence increases the effectiveness of that adaptive capacity. In only two of the
six models (Emotional Reactions and Sleep) are the direct pathogenic effects of
deprivation of intimate interpersonal exchange not buffered (reduced) by patient
disability. Additional pathogenic effects are found in models Energy and Physical
Mobility.

For problems concerning energy deficits caregiver age has a direct

pathogenic effect, while for physical mobility problems, both caregiver age and being
the wife of the patient had pathogenic effects.
The most unexpected result from the analysis was the seemingly health
promoting direct effects of caring for someone with chronic dementia. In the reduced
sample analysis {N = 116) this effect was significant in three of the six models.
These apparent direct "salutogenic" effects could neither be validated by looking at
more sensitive measures of cognitive and behavioral problems in dementia patients
nor explained through a social selection process-that caregivers to dementia sufferers
are stronger persons to begin with. A third explanation was explored-that selfperceived health status is in-part relative to the level of health of those in one’s social
environment. If this was true then these seemingly "direct" effects could be due to
nothing more than the difference in relative health among caregivers across caregiver
groups.

In other words, the higher level of patient disability in persons with

dementia results in a more positive appraisal of one’s own health than the selfassessed health among caregivers to less disabled nondementing persons. The data
also failed to support the relative health hypothesis. Lastly, it was suggested that
some other unmeasured covariate of patient disability may be causing the apparent
direct salutogenic effect of patient disability.
While there is lack of empirical support in the data for any of these potential
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explanations for the apparent direct salutogenic effect of patient disability on
perceived health, they are not equally implausible. The author believes that the
relative health hypothesis is the most plausible.

Idler and Angel (1990) have

suggested that self-assessed health reports are in part determined "by some process
of reference group comparison"

451). Cockerham, Sharp, and Wilcox (1983)

provide support for this hypothesis by showing that persons of age 60 and over have
more positive self-perceived health than persons of younger age cohorts. Others have
also found that the elderly tend to rate their health positively (Ferraro, 1980;
Fillenbaum, 1979; Myles, 1978; Rose, 1965). These self-assessed health measures
among the elderly appear to be influenced by comparisons to others of similar age,
sex, and even to expectations of others as to how healthy or sick they should be
(Fillenbaum, 1979; Maddox, 1962). Thus, it appears that self-perceived health can
be influenced by comparisons to others of one’s cohort or reference group. The
author is unaware, however, of any studies examining whether there is a relative
health effect on responses to the Nottingham Health Profile measures.
A more general issue that must be addressed before considering the theoretical
relevance of these findings is the extent to which self-perceptions of health reflect
objective health. In other words, to what extent are self-reports valid measures of
objective health? The empirical literature on the validity of "subjective" measures
of health is quite consistent.

Self-assessments of health status have been

demonstrated to be consistent with objective medical assessments (Kaplan, Barrell,
& Lusky, 1988; LaRue, Bank, Jarvik, & Hetland, 1979; Maddox & Douglas, 1973;
Salthouse, Kausler, Saults, 1990; Tissue, 1972; Thorslund & Norstrom, 1993) as
well as mortality (Grand, Grosclaude, Bocquet, Pous, & Albarede, 1988, 1990;
Rakowski, Fleishman, Mor, & Bryant, 1993). Rodin and McAvay (1992) found that
the most significant determinants of self-assessed health were changes in actual
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health. And Idler and Kasl (1991) found that the relationship between self-rated
health and mortality remained even while controlling for objective physical status.
They argue that self-assessed health has an "effect" on mortality that is independent
of medical measures of health status.
While health measures based on self-reports have been demonstrated to be
valid and reliable forms of data collection, is their reliability and validity consistent
through the age span?

A popular myth is that older persons exhibit more

hypochondriasis than younger persons.

That is, the older one gets the more

exaggerated one’s self-assessed health complaints become. Research on this question
clearly demonstrates that the myth has no basis in reality. Indeed, the opposite may
be true.

Costa and McCrae (1980, 1985) and Costa et al., (1986, 1987) have

demonstrated that age does not produce a generalized increase in physical complaints.
Only specific age-related symptoms show increases. As they (Costa & McCrae,
1985) report:
Instead of diffuse complaints, we see an increase only in the specific
categories in which increasingly complaints are likely to be veridical. Di fact,
given the incidence of many other diseases, it is remarkable that so little
change is seen, and it might well be hypothesize that m eical complaints
decline relative to actual impairment with age (pp. 25-26).
Gianturco and Busse (1978) and Ford (1983) provide other evidence that aging is not
related to hypochondriacal behavior and, that if anything, exaggerated somatic
complaints decrease rather than increase with age.
While age appears to be related to the reporting of health concerns only to the
extent that real morbidity increases with age, personality has a direct effect on
exaggerated health concerns. It has been demonstrated that persons scoring high on
a measure of neuroticism report more medical complaints than persons scoring low
(Blazer & Houpt, 1979; Costa & McCrae, 1985,1987; McCrae, Bartone, & Costa,
1976). Additionally, reports of chest pain were significantly related to low levels of
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psychological well-being and high levels of dq>ression while medical complaints of
all kinds have been shown to be associated with high levels of neuroticism (Costa &
McCrae, 1980).

As Costa and McCrae (1985) point out, "individuals have a

characteristic level of somatic concern that is highly stable over time; and that the
personality disposition of neuroticism influences somatic complaints directly, whereas
age influences the number of complaints only insofar as age increases the burden of
actual disease" (p. 26).
Overall, this brief review of the literature regarding the associations between
self-assessed health and age and personality disposition has demonstrated that selfratings of health problems, like the Nottingham Health Profile, are consistent with
objective medical assessments. In fact, there may be dimensions of objective health
that are only indicated by self-reports (Idler & Kasl, 1991). But there is alsoevidence
that self-reports can be influenced by the level of health of others in one’s reference
group. In the current study, it is possible that persons caring for someone with a
chronic dementing disorder have less negative perceptions of their own health than
persons caring for someone with a nondementing chronic disorder because of the
more severe condition of the chronic dementing patient. If true, this would explain
the direct "salutogenic" effect of patient disability on perceived negative health.
However, it is also apparent from the literature that exaggerated health concerns are
no more likely to be found among older age groups than among younger age groups.
Indeed, as some of the studies showed, veracity of self-assessed health increased with
age. Finally, personality disposition has been demonstrated to have a direct effect
on the reporting of exaggerated health concerns.
This last issue is also relevant for the current study because the primary
salutogenic source specified in the models is the sense of coherence (SOC)-a
measure of personality disposition. Presented above is research demonstrating that
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neuroticism does have an effect on the reporting of exaggerated health concerns. But
is SOC related to neuroticism? Bernstein and Carmel (1987) and Carmel and
Bernstein (1989) have reported strong correlations between SOC and trait anxiety (rs
= -.77, -.69, and -.59). Because anxiety is an important component of neuroticism,
it is quite possible that SOC and neuroticism may be indicating opposite ends of a
shared underlying dimension. Assuming that there is some overlap, the fact that SOC
does not directly affect self-perceived physical problems associated with mobility and
pain indicates that personality, as measured by Sense of Coherence, is not biasing
reports of somatic conditions. In other words, persons with weak sense of coherence
are not exaggerating their self-assessed physical condition.
In the previous chapter principal components factor analyses were carried out
for the Nottingham health items to exantine whether the pattern of item loadings was
consistent with the pattern of similarity and difference of the six health status models.
This was done as a kind of internal "validity check." One would expect that the
items composing the outcome measures would group together in patterns similar to
how the outcome measures resembled each other in the predictive models. The factor
analyses of the Nottingham items revealed a pattern very similar to the one based on
similarity of predictive models. According to the factor analyses, four underlying
dimensions were being indicated by the individual Nottingham items:

(1) a

psychological health dimension of emotional reaction and social isolation problems,
(2) a psychological health dimension of sleep problems, (3) a physical health
dimension of energy and physical mobility problems, and (4) a physical health
dimension of pain problems.
It was observed that the items composing the perceived health measures in the
two models with the strongest direct effects of sense of coherence (Emotional
Reactions and Social Isolation) loaded on the same factor. Secondly, it was observed
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that the items composing the outcome variables in the two models with significant
demographic components (Energy and Physical Mobility) loaded on the same physical
health factor.

Thirdly, it was observed that the items composing the outcome

variables in three of the four models with interaction effects loaded on the same
physical health factor in the 3 factor model. Thus, the results of the principal
components factor analyses did converge with the path and product term analyses.
One of the more important yet unanticipated results was that although
caregiver burden, as measured by Dq>rivation of Intimate Exchange (DepIE), is
almost twice as great for caregivers to dementing persons, the effects of DepIE on
negative health status in models Social Isolation, Energy, Physical Mobility, and Pain
are significantly less when dementia is present in the care recipient. Only in a
salutogenic framework do these effects make sense.
First, the onset and course of chronic dementia, and its impact on the
caregiver-care recipient relationship, are consistent with the source of Antonovsky’s
salutogenic orientation: the prototypical characteristics of the living organism are
heterostasis, disorder, and pressure toward increasing entropy.

Second, the

demonstration that the negative effect of DepIE on health status is significantly less
for caregivers caring for dementia sufferers supports the hypothesis that the more
experience one has in confronting a stressor, the more effective one becomes in
managing that stressor. This interpretation is consistent with Zarit et al.’s (1986)
finding that some caregivers became better at managing the memory and behavior
problems of the patient while others simply didn’t let the patient’s memory and
behavior disturbances bother them anymore.
From a salutogenic perspective we are concerned with the consequences on
an organism of demands for which the organism has no readily available or automatic
adaptive response. That primary caregivers to dementia sufferers are, by definition.
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continually confronted with the stressor of dementia forces them to adapt more
frequently to deprivation of intimate interpersonal exchange, thus resulting in more
effective tension reduction by virtue of having more experience at it.

In the

terminology of Antonovsky's salutogenic model, caregivers to dementia sufferers are
more effective at making the experience of deprivation of intimate exchange
comprehensible, manageable, and meaningful. It is apparent from the three-way
interaction that sense of coherence increases this adaptive capacity for problems
related to physical mobility and pain.
There is a second plausible explanation, however, for the apparent stressbuffering effects of patient disability. This explanation rests on the assumption that
the sources of deprivation of intimate exchange (DepIE) in the two caregiver groups
are qualitatively different at a fundamental level-the nature of patient disability. The
interpersonal losses that DepIE measures are those due to the patient’s illness. The
lead-in to the question asking about deprivation of intimate exchange is: "Caregivers
sometimes feel that they lose important things in life because of their relative’s
illness. To what extent do you feel that you have personally lost the following?" In
this sample of caregivers, deprivation of intimate interpersonal exchange are
experienced whether or not the care recipient has a chronic dementing disorder. And
as expected, the amount of loss of intimate exchange was greater for the dementia
caregivers.
The second interpretation of the stress buffering effects of patient disability
is that causes of deprivation of intimate exchange (DepIE) for caregivers to dementia
sufferers are more manageable than the causes of DepIE for caregivers to
nondementing patients. In other words, the tension (stress) that leads to DepIE
among caregivers to dementing patients is more manageable than the stress precursors
to DepIE for caregivers to nondementing patients.

This does indeed seem
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counterintuitive.

Why would the threats to the intimate components of an

interpersonal relationship between a primary caregiver and a dementing patient be
more manageable than similar threats due to a nondementing disorder in the patient?
After all, it is quite clear that for the overall caregiving situation, the symptoms and
consequences of dementia pose much more severe demands and challenges to
caregivers (e.g., Haley et al., 1987).

Importantly, however, the measure of

caregiver burden here concerns one specific kind of burden; deprivation concerning
intimate interpersonal exchange.
To begin with, theoretically we are working within a model in which disease
is a consequence of a prolonged state of tension. The stress of the situation is
prolonged when our adaptive efforts fail.

The first explanation offered for the

apparent salutogenic effects of patient disability on the DepIE-NHP effect is that
because the exposure to threat of deprivation of interpersonal exchange is continuous
for caregivers to dementing sufferers, these caregivers are forced to adapt to those
threats, therefore becoming more efficient at reducing the tension directly related to
those losses.

This is the quantitative explanation of these effects.

The second

explanation offered here is based on a qualitative difference in the origin of those
caregiver stressors.

It may be that caregivers to dementia sufferers are more

effective at coping with this problem (deprivation of intimate exchange) because they
know that it is directly related to a medical condition-one that is irreversible and one
for which the patient is not to blame. For caregivers to nondementing persons the
source of the loss of interpersonal exchange is not attributable to a diagnosed
dementing disorder but rather to how a nondementing chronic disorder strains an
intact relationship.
For the nondementing group one may seek to blame the patient-a source of
interpersonal strife itself, especially if the caregiver views the care recipient’s
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behavior as unnecessary. The patient is not seen as a victim of a dementing disorder
in this case. Paradoxically then, the sources of deprivation of intimate exchange may
be more comprehensible and manageable for dementia caregivers because they are
defined as intrinsic aspects of the patient’s condition.

For caregivers to

nondementing patients, the source of causation is more diffuse, possibly less
understandable as an inevitable consequence of the patient’s disorder and, therefore,
more stressful. Additionally, dementing caregivers may find sympathy from others
with regard to deprivation of intimate interpersonal exchange because such problems
are expected as a normal consequence of a dementing disorder, whereas for
nondementia caregivers, such losses are more likely to be attributed to interpersonal
strife for which both care recipient and caregiver are to blame.
The significant three-way effects tell us that which ever dynamic is responsible
for the stress-buffering effect of patient disability, it is significantly enhanced by
sense of coherence when predicting problems with physical mobility or pain. These
three-way effects support the threshold effect hypothesis. That is, a stressor level
must be reached for a coping resource, in this case sense of coherence (SOC), to be
protective. It is apparent from the results that for psychological or mental health
outcomes, the effects of sense of coherence are consistent across levels of the
stressor, whereas for physical health outcomes, the effects of sense of coherence are
conditional upon levels of both objective and subjective stressors. Overall it appears
that perceived severe psychological problems are directly influenced by sense of
coherence, whereas perceived severe physical health problems are influenced by sense
of coherence in a more complex way.
These findings are entirely consistent with an interactional, or transactional,
framework consisting of pathogenic and salutogenic components. Recall that in the
interactional model, of primary concern is the individual’s ability to mediate between
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stimulus and response. The stress-health process begins when there is awareness that
a demand has been placed on one’s self. This awareness leads to tension which, if
subsequent coping responses are successful, is reduced. When coping responses are
not successful in meeting the demands of the situation, the tension (or stress) of the
situation is prolonged. A prolonged state of tension increases the probability that
physical or mental health is diminished.

Two plausible e^lanations have been

offered for how the nature of patient disability may affect these mediational
processes.
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CHAPTER VI
CONCLUSION
Fundamental to Antonovsky’s salutogenic model is the notion of negative
entropy. According to Antonovsky (1987a), "The l»y term becomes negative entropy
and the key issue the search for useful inputs into the social system, the physical
environment, the organism, and lower-order systems down to the cellular level, to
counteract the immanent trend toward entropy" (p. 52). The sense of coherence is
one important input into that system. Having a strong sense of coherence means that
one more readily adapts to the inevitable-environmental (internal or external)
stressors, the sources of entropy. In other words, having a strong sense of coherence
means that one more effectively manages stress and, therefore, is less likely to
experience untoward health consequences.
Chronic disease is certainly an example of entropy. And caregivers to persons
with chronic disorders can experience burdens and negative health consequences as
a result of their caregiving role. However, as this dissertation has demonstrated, the
health-promoting components of the stress-health process are more predominant than
the illness-promoting components. Certainly, the more impaired the patient, the
greater the threat of entropy to the caregiving situation. But just as relevant are the
caregiver’s coping resources. Kobasa and Puccetti (1983) very aptly describe this
interaction between stressors and resources:
there are ways of thinking, feeling, and acting about one’s particular stressful
circumstances, self, and general environment that foster psychological and
physiological resilience, and thereby health. More specifically, there is
assumed to be a crucial difference between viewing stressful events as
opportunities for the exercise of a capable self and the use of a resourceful
127
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environment, and viewing them as threats from which one had better retreat
into the conformity of depending on others to fix things (p. 849).
The modeling of salutogenic and pathogenic processes in this sample of
caregivers has revealed that the effects of sense of coherence are additive for
problems related to psychological and emotional health (including energy deficits
which also indicate physical health problems) and interactive for physical health
problems concerning mobility and pain. In other words, for problems related to
emotional reactions, social isolation, sleep, and energy, sense of coherence has direct
health promoting effects. For problems related to physical mobility and pain, a
stressor threshold of patient disability must be reached-in this case dementia in the
care recipient-fbr sense of coherence to have salutogenic effects on health status.
The demonstration of different types of effects of sense of coherence for
psychological or emotional problems as compared to physical health concerns is one
of the two most important findings from this dissertation. The other highly important
finding concerns the interactive effect of deprivation of intimate exchange (DepIE)
and the unanticipated result that the pathogenic effects of DepIE are greater for
caregivers to nondementing chronically ill persons. And finally, of both substantive
and methodological importance was the demonstration of convergence of results
between the path and product term analyses with the principal components factor
analyses of the Nottingham health profile items.
The findings from the current project extend the existing literature primarily
in the following way: By demonstrating that similarity among predictive models of
self-assessed negative health status in caregivers to chronically ill elderly persons are
is determined by the degree to .which the outcome measures in such models share a
common underlying dimension (e.g., physical versus psychological health
dimensions). This finding is important not only for caregiver research but for the
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general field of health, stress, and coping. For research specifically concerned with
the sense of coherence, the findings are important because they indicate that the sense
of coherence plays an important role even when physical health is of concern.
Certainly the models estimated in this study are not complete. In addition to
other measures of personality, coping responses, and social support, such things as
diet and personal and family medical history would add significant information to the
models. Additionally, the specification of the effects in these models are inherently
limiting. There is good reason to suspect that in the real world, nonrecursive or twoway relationships are to be found among social resources, stressors, and health
outcomes. Thus, in more comprehensive models one would specify two-way effects
with bidirectional arrows and feedback loops.
Another limiting feature of these models, and one shared by most stress and
health research, is that they are based on cross-sectional data. This limits the degree
to which one can have confidence in any causal arguments he/she wishes to make.
With longitudinal and experimental designs one increases the validity of any causal
assertions. The causal specifications in this dissertation, however, are based on a
good theoretical foundation. This is the sine qua non of path analysis. Nonetheless,
only with longitudinal or experimental data can one verify causal relationships. And
finally, only with objective medical health assessments can one test the validity of
self-assessed health status.
Throughout this dissertation has been an emphasis on the differences between
two groups of caregivers. Do the results support the thesis that the experience of
caring for someone with dementia is quantitatively and qualitatively different than
from caring for someone with a nondementing disorder? It is clear that they do.
However, there is also great similarity across caregiver groups with regard to both
pathogenic and salutogenic processes. It was also observed that models predicting
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to similar health problems (psychological versus physical) had similar predictive
models. This is an important issue for future research.
The review of the literature presented in Chapter 2 together with the results
from this dissertation indicate some important ways in which future caregiver
research can be improved. First, there is an obvious need for longitudinally designed
research projects. One of the more important issues that such a design would allow
us to resolve is whether or not (and the degree to which) caregivers can affect the
stressor and how changes in the stressor affect the caregiver. Longitudinal designs
would allow us to be more specific in determining direction of causality.

For

example, such a design would allow us to test the hypothesis that persons with strong
sense of coherence are more likely to employ appropriate and adaptive coping
responses, with the implication that both caregiver and care recipient are better off.
Additionally, future research should employ both self-assessed and objective
health measures as well as non-caregiver control samples. First, having both self
assessed and medically assessed measures of health would allow us to gauge not only
the validity of self-assessments, but as well to test the hypothesis set forth by Idler
and Kasl (1991) that self-assessments are sensitive to kinds of health information that
predict future morbidity/mortality that objective medical assessments do not.

A

control sample of persons with similar demographic characteristics is important for
two obvious reasons: (1) the need for a base rate of health status among persons with
similar demographic characteristics as those of the caregiver group of interest, and
(2) the need to further explore the relative health hypothesis.

This could be

effectively done by comparing caregivers to noncaregivers, expecting that if a relative
health process exists, caregivers should report better health than non-caregivers.
Finally, because home care of the elderly is becoming, and will continue to
be, an increasingly common experience, future research should be explicitly
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concerned with the issue of intervention.

The kinds of models tested in this

dissertation are really only useful to the extent that they provide information to those
policy malærs and practitioners concerned with the problems caregivers face.
The last issue to be addressed in this dissertation concerns the focus of a paper
by Kitwood and Bredin (1992) titled "Towards a Theory of Dementia Care:
Personhood and Well-being."

In this paper, the authors make an important

distinction between the cognitive impairment in persons with a chronic dementing
disorder and their personhood. They carefully point out, and support with empirical
evidence, that a diagnosis of chronic dementia in old age does not always mean
inevitable and irreversible deterioration of the personality.

They argue that

‘rementing,’ as they call it, can be brought about purely through human interaction.
Rementing refers specifically to the revitalization of the personhood of the individual
and is only possible through increased social interaction. The authors theory of
dementia care is based on the observation that cognitive deficits and personhood are
not perfectly related: "Some who have long since reached around zero score on all
cognitive tests still appear to be faring well as persons. Others whose cognitive
powers are only moderately impaired appear to be faring far less well" (p. 280).
While the cognitive deficits brought on by a dementing disorder may be permanent,
and in great part irreversible, the patient’s personhood and well-being are clearly
affected by the social context.
Such a perspective offers much heuristic value. Theoretically it provides us
with a construct, personhood. that gives us an alternative, yet complementary
perspective to the view of the patient as diseased. This has significant implications
for thinking about caregiver stressors and the role of the caregiver in the health
trajectory of the patient. Most importantly though, it breaks through the potentially
damaging belief that because the patient has a chronic dementing disorder, they are.
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and will continue to be, unable to participate in meaningful interaction with those
around them. Though it is clear that chronic dementing disorders do affect the
personality, it is not, as Kitwood and Bredin (1992) have argued, a perfect
relationship.
Additionally, as described in this dissertation, the absence of a dementing
disorder does not mean that there is no deprivation of intimate exchange between
caregiver and care recipient. Just as we should be vigilant against being overly
pessimistic about the possibilities of relating to a spouse or parent who has been
diagnosed with a chronic dementing disorder, we should be equally vigilant against
being blind to the effects of a nondementing chronic disorder on the interpersonal
intimacy between caregiver and patient. It is in recognizing the difference between
cognitive impairment and personhood and recognizing the potential for deprivation
of intimate exchange as the result of a nondementing disorder that could make a
difference in how caregivers and care recipients cope with the demands of a chronic
disease.

Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.

ENDNOTES

1. Antonovsky (1979, 1987b) considers the sense of coherence (SOC) to be much
broader conceptually than a coping resource. It is more accurate to think of the SOC
as an overall orientation towards life that contains within it certain adaptive capacities
or coping resources.
2. Interestingly, there appear to be no studies that at least control for caregiver
efficacy as measured by quality of patient care. Are those caregivers who report low
levels of distress simply providing less care, or are those caregivers who report low
levels of distress reaping the benefits of more effective care in reduced problematic
patient behavior? Unfortunately I am unable to address these important questions in
the present study. This should be a central issue for future research.
3. It is important to keep in mind that whereas a coping profile is empirically tied
to situation specific stressor(s) and other situational factors, global measures, such as
sense of coherence, are not.
4. NHP refers to the Nottingham Health Profile. These are the six health outcome
measures used in this study. The NHPs have a range of values from 0 to 100, with
higher scores reflecting more negative perceived health.
5. An analysis of the distribution of missing data revealed that the distribution was
random and that less then one-third of one percent of caregiver responses were
missing. Median scores were substituted for missing values. Comparing the
computed chi-squares, t-tests, ANOVAs, correlations, and multiple regressions of the
adjusted and unadjusted data, no differences were found.
6. The Cronbach’s alpha reliability coefiicient is a general formula for the average
of all possible split-half coefficients for a test (Cronbach, 1951).
7. The two major findings from that paper were: (1) the stronger one’s sense of
coherence, the more likely one was to engage in effective and/or health promoting
coping responses, and (2) situation specific behaviors (the Pearlin measures) acted
independent of sense of coherence for caregivers to nondementing patients, but were
completely determined by sense of coherence among caregivers to patients with
dementia.
8. The method of paired-comparisons is carried out by asking subjects to identify,
133
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ürom a pair of statements describing a physical or psychological condition, which
represents a more severe condition. For example, there are 8 statements that
determine the Pain profile of the NHP. The statement "I’m in constant pain" is
considered representative of a more severe condition than the statement "I’m in pain
when going up and down stairs or steps" and, thus, has a higher weight factor (20.86
versus 5.83). The NHP items and their respective weights are based on interviews
with 768 persons suffering from acute and chronic illnesses.
9. This violation of the normality assumption has the effect of reducing the possible
value of the association between the independent variables and the NHP profiles if,
indeed, associations exist. That is, the overall effect of predicting to variables with
floor effects will be to deflate the magnitude of any existing association because of
the built-in reduction of variance in the dq>endent variable. Simply put, there is less
variance to predict to. This was tested in the current study by comparing the sense
of coherence scale and two reduced versions of it. Recall that between 36.5% and
63.5 % of caregivers had scores of zero on any of the six Nottingham profiles. Two
censored versions of the SOC were created: (1) SOC36 was constructed by setting
the lowest 36% of scores to zero, and (2) SOC63 was constructed by setting the
lowest 63 % of scores on the SOC to zero. A comparison of the correlations between
the three versions of the SOC (the uncensored SOC and the two censored versions)
with the normally distributed variables of DepIE, Coping, and Support revealed the
expected results. In each case, the magnitude of the relationships between SOC and
the other variable was reduced to the degree that a censoring effect was present. For
example, the magnitude of the association between sense of coherence and coping
was greatest for the uncensored version of SOC (r = .22), second greatest when 36%
of the caregivers were censored (r = .19), and smallest and nonsignificant when 63%
of caregivers had scores of zero (r = .08). Thus, the consequence of using
instruments with built-in censoring effects is to reduce the range of possible values
of standardized coefficients. The same problem exists when dichotomous versions
of continuous measures are used. For example, when one measure is dichotomous
and the other is normally distributed, the maximum value of the pearson productmoment correlation is .70 or lower (Hopkins, Glass, & Hopkins, 1988, p. 84). What
is important here is that in using attenuated measures (the censoring of data at either
the high or low end of the normal distribution) the potential range of the standardized
coefficient is smaller than -1.00 to 1.00.
10. Generally, the standard format for testing interaction between stressor and
coping resource is to construct dummy variables from levels of the coping resource
measure. For example, if social support (SS) is coded as either present (SS = 1) or
not present (SS = 0), while the stressor is a continuously measured variable of
Stressful Life Events (LE), and outcome is measured by a symptoms checklist for
depression (D), the overall equation is as follows:
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(Eq. 4)

D = bo + bjLE + bjSS + b3(LE x SS)

The decomposition of the equation is as follows:

When SS=0, then
When SS=1, then

D = bo + biLE
D = (bo+bz) + (b,+b3)LE

This equation is based on the pathogenic model. That is, it posits a main effect of
the stressor (LE) on dq>ression (D) in the absence of interaction between social
support and stressor (LE x SS). Whether one treats the stressor or coping resource
as the moderating variable depends upon the underlying assumptions of the model.
11. According to Cleary and Kessler’s (1982) interpretation of Allison (1977), "it
is possible to make the conditional effect of the other variable involved in the
interaction either significantly positive, significantly negative, or zero" (p. 160).
12. When the r-ratio of the unstandardized slope estimate for a product term was
significant, a partial F test was calculated to determine whether the product term’s
contribution to explained variance in the equation significantly improved the
prediction of the outcome variable.
13. Additional information on patient pathology for care recipients with dementing
disorders was collected using an 8-item memory impairment scale and a 14-item
behavioral impairment scale (Pearlin et al., 1990). The distributions of each scale
were approximately normal. The scales exhibited good internal consistency:
Cronbach’s alphas = .81 (Cognitive Status), and .72 (Problematic Behavior).
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